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BROAD ATTENDANCE AT 1955 
MICHIGAN CLINICAL INSTITUTE 


A total of 176 separate Michigan communities 
were represented at the 1955 Michigan Clinical 
Institute, held in Detroit, March 9-11, 1955. The 
largest registration came from Detroit which 
chalked up 881 physicians. Flint came second with 
sixty-four; Ann Arbor had an attendance of sixty- 
two M.D.’s and Lansing came into fourth place 
with fifty-four. 

Grand Rapids had a registration of forty-five; 
Dearborn and Pontiac tied with forty-two each; 
Saginaw had thirty-six; Kalamazoo registered 
twenty-nine; Jackson sent twenty-one, and Mid- 
land came through with fifteen. 

The registration by specialties put general prac- 
tice in the lead, with 271 from Wayne County and 
210 from out-state, a total of 481. 

Other leaders were surgeons, with 340; in- 
ternists, with 241. Residents and interns totaled 
260. 

In addition, ninety-four M.D.’s came from other 
states, including forty-six from Canada, nineteen 
from Ohio, seven from Indiana, and six from New 
York. 

Foreign countries were represented by Belgium. 
Puerto Rico and Sweden. 


ONE HUNDRED MILLION HAVE 
VOLUNTARY HEALTH COVERAGE 


“Today’s latest voluntary health insurance 
figures show that more than 100,000,000 people 
have some form of hospitalization insurance; some 
86,000,000 are covered for surgical expense; more 
than 40,000,000 have general medical protection 
for non-surgical care, about 23,000,000 are insured 
against loss-of-time from the job through an 
accident or an illness.” 

This encouraging story is the August 25 report 
of the Bureau of Accident and Health Under- 
writers, 60 John Street, New York 38, N. Y. 


HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


Meeting of August 18, 1955 


Eighty-seven items were presented to the Execu- 
tive Committee of The Council at its August 18 
meeting in Menominee. Items of chief importance 
were: 

* Annual Session.—(a) Dean’s. Panel on Under- 
graduate Medical Education was scheduled at 
4:00 p.m. on Monday, September 26 (instead 
of at noon). (b) Student AMA representatives 
from Wayne University College of Medicine 
and from the University of Michigan Medical 
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School were invited to attend the 1955 Annual 
Session, following precedent. (c) Plaque for 
presentation to Medical Exhibitors Association 
on the 25th anniversary of its founding, in 
Michigan, was ordered purchased. 


C. Allen Payne, M.D., Grand Rapids, was 
nominated as MSMS representative to Executive 
Committee of the newly formed Michigan Asso. 
ciation of Blood Banks. 


Grand Award.—Chairman Bromme announced 
that the Michigan State Medical Society had 
won the Grand Award (for all state associations 
in the United States) for its “Medical Asso- 
ciates Program” from the American Trade 
Association Executives. 


Financial Reports to September 30.—The 
Executive Committee noted with satisfaction the 
increase in MSMS membership from_ 5,308 
in 1954 to 5,635 this year (as of July 30). The 
financial reports were approved, as were the bills 
payable. 

Committee Reports.—The following committee 
reports were presented: (a) Liaison Committee 
with Michigan Medical Service, meeting of July 
16; (b) Venereal Disease Control Committee, 
July 30; (c) Michigan Clinical Institute Com- 
mittee on Arrangements, August 10; (d) Rheu- 
matic Fever Control Committee—letter from 
Chairman giving additional information con- 
cerning item four in June 22 minutes; (e) Letter 
from Chairman of Tuberculosis Control Com- 
mittee outlining two problems; (f) Committee 
to Study Fee Schedule of Michigan Medical 
Service proposed $6,000 family contract: W. J. 
Herrington, M.D., Bad Axe, was appointed as a 
member of this Committee, for the Seventh 
Councilor District, in lieu of H. B. Zemmer, 
M.D., Lapeer, Michigan, resigned. 
Appointments.—(a) President R. H. Baker, 
M.D., was appointed as MSMS representative 
to the Governor’s Committee on Citizenship 
Week. (b) R. C. Hildreth, M.D., Kalamazoo; 
Wm. A. Hyland, M.D., Grand Rapids; E. 7 
Thieme, M.D., Ann Arbor; and J. M. Wellman, 
M.D., Lansing, were appointed as MSMS repre- 
sentatives to the Michigan Cancer Co-ordinating 
Committee, for the fiscal year beginning 
September 1, 1955. (c) Robert M. Heavenrich. 
M.D., Saginaw, was appointed as MSMS repre- 
sentative to the Michigan School Health Asso- 
ciation Planning Committee for Leadership 
Project in Health Education. (d) Max L. 
Lichter, M.D., Detroit, was appointed as MSMS 
representative to attend the Conference on — 
Bomb, Washington, D. C., November 7-9. (¢) 
Ralph W. Shook, M.D., Kalamazoo, was 4p 

(Continued on Page 1152) 
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Accepted by The Council on Pharmacy and Chemistry 
of The American Medical Association 


> highly concentrated 


> 99% of non-specific protein removed 


> maximal antigenicity 


Single and in five immunization packages 


of Diphtheria and Tetanus Toxoids 
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(alum precipitated) and Pertussis Vaccine combined. 


DTP (Plain): without alum 
when more rapid immunization is needed. The National Drug Company, Philadelphia 44, Pa. 
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HIGHLIGHTS OF THE COUNCIL 


(Continued from Page 1150) 


pointed Vice Chairman of the Advisory Com- 
mittee to Michigan State Medical Assistants 
Society and also was authorized to attend, as 
official MSMS representative, the MSMAS 
convention in Grand Rapids. (f) MSMS repre- 
sentative to attend the dedication of the new 
building of the Medical Society of the State of 
Wisconsin on October 15 was authorized. (g) 
J. Joseph Herbert, LL.D., Manistique, MSMS 
Legal Counsel, was authorized to attend the 
Medico Legal Conference of American Medical 
Association, Chicago, October 9. 

A Medical Civil Defense meeting, scheduled for 
Detroit, November 16, under the sponsorship of 
Lederle Laboratories, was approved. 

County Society Secretaries-Public Relations 
Seminar (three-day session) of January, 1956. 
—Outline of this meeting, beamed to the theme 
“You Are Organized Medicine’s Basic Unit” 





YOU AND YOUR BUSINESS 


was presented, thoroughly discussed, amended 
and approved with final program to be presented 
to The Council on September 30. 

Report of Alpena County Medical Society on 
Multiphasic Screening Program was presented 
and ordered placed on file. 


* MSMS Headquarters.—Black topped, additional 


parking area; aluminum wire fence for westem 
boundary of property and purchase of necessary 
attic fan were authorized. 
Subjects and names of participants in the 
Scientific Radio Program for the ensuing year, 
as presented by Chairman Harry A. Towsley, 
M.D., Ann Arbor, were approved, with thanks, 
(Continued on Page 1165) 





MEETINGS OUTSIDE MICHIGAN 

November 7-9—62nd Annual Convention—Association 
of Military Surgeons of the U.S., Statler Hotel, Washing. 
ton, D. C. 

November 14-17—40th Annual International Scientific 
Assembly—lInterstate Postgraduate Medical Association — 
Milwaukee, Wisconsin. 





MEDICAL MEETINGS AND CLINIC DAYS 


A list of known medical meetings and clinic days, sponsored by county medical societies and 


other physician groups in Michigan, follows: 



































1955 

October 14 Michigan Cancer Conference East Lansing 

October 19 MSMS Executive Committee of The Council Lansing 

October 17-19 Eighth Annual Scientific Meeting—Detroit Institute of Cancer Detroit 
Research 

October through Detroit Dermatological Society (second Wednesday of each Detroit 

May month ) 

Autumn MSMS Postgraduate Extramural Courses Statewide 

November 1-3 International Symposium: Units of Biological Structure and Detroit 
Function. Henry Ford Hospital. 

November 9-10 Michigan Academy of General Practice Ninth Annual Fall Post- Detroit 
graduate Clinic, Sheraton-Cadillac Hotel 

November 16 MSMS Executive Committee of The Council Detroit 

November 29 AMA Clinical Session Boston 

December 14 MSMS Executive Committee of The Council Lansing 

1956 

January 18-21 Michigan Rural Health Conference Kalamazoo 

January 25-27 Annual Meeting of the MSMS Council, Sheraton-Cadillac Hotel Detroit 

January 27-29 MSMS County Secretaries-Public Relations Seminar, Sheraton- Detroit 
Cadillac Hotel : 

February 16 MSMS Executive Committee of The Council Detroit 

March 6 Michigan Chapter, American College of Surgeons Detroit 

March 7-9 ichigan Clinical Institute, Sheraton-Cadillac Hotel Detroit 

March 9 SMS Executive Committee of The Council Detroit 

Spring MSMS Postgraduate Extramural Courses Statewide 

April 11 Genesee County Medical Society’s Eleventh Annual Cancer Day Flint. 

April 18 MSMS Executive Committee of The Council Lansing 

May 8-9 Annual Clinic Day and Alumni Reunion, Wayne University Detroit 
College of Medicine x 

May 16 MSMS Executive Committee of The Council Detroit 

May 3 Twenty-Eighth Annual May Clinic, Ingham County Medical Lansing 
Society 

June Upper Peninsula Medical Society : 

June 11-15 Annual Session, American Medical Association Chicago 

June 4-7 American Cancer Society, Sheraton-Cadillac Hotel Detroit 

June 20 MSMS Executive Committee of The Council Muskegon d 

July 19-21 Mid-summer Session of the MSMS Council Mackinac Islan 
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CHAS. B. KNOX GELATI 


with the 
NEW easy to follow 


s 
CHOICE-OF-FOOD 
DIET LIST CHART 


DEVELOPED BY 
FOOD EDUCATION DEPT. 


Sct 


NE COMPANY 


JOHNSTOWN, N.Y 


The 1955 edition of the well-known Knox “Eat- 
and-Reduce”’ booklet eliminates calorie counting 
for your obese patients. This year’s edition is 
based on the use of Food Exchange Lists' which 
have proved so accurate in the dietary manage- 
ment of diabetics. These lists have been adapted 
to the dietary needs of patients who must lose 
weight. 

The first 18 pages of the new booklet present in 
simple terms key information on the use of Food 
Exchanges (referred to in the book as Choices). 
In the center, double gatefold pages outline color- 
coded diets of 1200, 1600, and 1800 calories based 
on the Food Exchanges. Physicians will find 
these diets easy to revise to meet the special 


needs of individual patients, 


To help patients persevere in their reducing 
Octozer, 1955 


New Booklet Available to Aid 
Management of Overweight Patients 


Say you saw it in the Journal of the Michigan State Medical Society 


plans, the last 14 pages of the new Knox booklet 
are devoted to more than six dozen tested, low- 
calorie recipes. Please use the coupon below to 
obtain copies of the new ‘“‘Eat-and-Reduce”’ book- 
let for your practice. 





1. Developed by the U. S. Public Health Service assisted by committees of 
The American Diabetes Assn., Inc. and The American Dietetic Assn. 


Chas. B. Knox Co., Inc. 
Professional Service Dept. SJ-10 
Johnstown, N. Y. 


Please send me copies of the new illustrated 
Knox ‘‘Eat-and-Reduce”’ booklet based on Food 
Exchanges. 
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MSMS Program Captures National Award 


A handsome new plaque adorns the wall at 
MSMS headquarters in Lansing, symbolic of the 
1955 Grand Award for State Associations in the 
annual contest for outstanding public service 
activities sponsored by the American Trade Asso- 
ciation Executives, national professional society 
composed of more than 1,600 executives from 


leading business, pro- 
fessional, scientific, 
and trade associations. 

The Grand Award 
was presented to 
MSMS in recognition 
of its successful, long- 
range program for re- 
cruiting and training 
medical associates in 
the interest of extend- 
ing the best medical 
care to the greatest 
number of Michigan 
citizens. The seven- 
year-old program is 
still in operation on a 
wide scale. 

The plaque—repro- 
duced in the center of 
this page — was 
accepted by William 
Bromme, M.D., De- 
troit, Chairman of 
The Council, in behalf 
of MSMS, at the 35th 


Anniversary Meeting 


plaque, the Presidents of the U/S. Chamber of 


Commerce and the National Association of Manu. 


facturers, and the Dean of the School of Busines 
Administration at the University of Minnesota, 


The official ATAE report on the award stated, 


in part: 


“One of its (MSMS) responsibilities is to insure the 


o—rsiarre = 
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Aunerican 








Wade Association 


A. Bopd Campbell 
President, Chamber of Commerce of the U S 
1615 H Screet, NW Washington 6, D C 


Benep @ Biter i 


President, Narwoal Association of Manufac- 


Attest ge - 


Chaeman, Jury of Awards 





curers, 2 East 48th Sereet, New York 17, 
NY 


Executives 


presents this 


Grand Award 


for 


State and Local Associations 


to 


Michigan State Medical Sucicty, 


for habing rendered outstanding serbice to the industry 
which it represents as well as to the American Public. 


Jurp of Awards 


(human, Wonorable Minclaie Berks. Secretary of Commerce 


Richard L. Koselta 

Dean, School of Business Administration, 
Unuersiry of Minnesora, Minneapolis, Min 
nesou 


Russell A. Stevenson 

Dean, School of Business Administration, 
University of Michigan, Ann Arbor, Mich: 
gan 














of ATAE at Grand Hotel, Mackinac Island, on 


August 2, 1955. 


Russell A. Stevenson, Dean of the 


School of Business Administration at the Univer- 
sity of Michigan and one of the five members of 
the ATAE Jury of Awards, made the presentation. 
Other jury members included Sinclair Weeks, 
U. S. Secretary of Commerce, who served as 


Chairman and whose signature appears on the 


best medical care to the 
people of Michigan. In 
carrying out this ob- 
jective, the Society was 
faced with the problem 
of insufficient personnel 
to staff the large number 
of medical _ institutions 
constructed in recent 
years. Technical ad- 
vances in medicine had 
brought new and _ in- 
portant vocations. This 
work called for a gener- 
ous supply of well-trained 
laboratory technicians, 
medical technologists, and 
other technical personnel. 
Shortages were critical. 


“MSMS was not faced 
with a simple task of re- 
cruitment. . . . A whole 
new philosophy had to 
be ‘sold’ to medical edu- 
cators, doctors of medi- 
cine, and to vocational 
counselors before it was 
worthwhile to start mas 
recruitment. ... 


“The 
campaign has highlighted 


impact of the 


this contemporary career opportunity throughout the 


nation.” 


More than 500 members and guests attended 
the 1955 ATAE meeting, the largest in the or 
ganization’s history. William J. Burns, of Lansing 
Executive Director of MSMS and a Vice Pres: 
dent of ATAE, served as general chairman of the 


convention. 
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AMA Washington Letter 


THE MONTH IN WASHINGTON 


Although Salk vaccine now is coming from the 
laboratories in encouraging volume, in Washington 
there still are unresolved questions that may well 
go beyond the problem of controlling poliomyelitis. 

After months of wrangling, Congress this year 
enacted only one law dealing with the new 
vaccine. This was an authorization for the alloca- 
tion of money to states to help finance inoculation 
campaigns. On this there was a sharp difference 
of opinion. Some lawmakers wanted to give 
federal money, but to earmark it for the exclusive 
use of children who had passed the “means test,” 
that is, whose parents had been officially deter- 
mined to be unable to pay for the shots. Others 
would have nothing to do with a bill carrying the 
“means test.” 

As finally enacted, the law provides enough 
money to buy vaccine for only approximately one- 
third of all children under 20 and pregnant 
women. That is a concession to those who want 
a “means test.” But the “no means test” faction 
was appeased by another provision of the law, a 
stipulation that in inoculation programs arranged 
by the state and communities no financial questions 
could be asked. 

It may be that this decision will be final, that 
Congress will have nothing more to do with this 
complicated problem, except possibly to add to the 
30 million dollars already appropriated to pay for 
vaccine. But that isn’t the way some members of 
Congress feel. They want to reopen the entire 
question before the present law expires next 
February 15. At the very least, these Senators and 
Representatives want Congress to vote enough 
money to buy shots for all children in the eligible 
ages. In fact, those who want the federal govern- 
ment to play a larger role in inoculation programs 
regard the law now on the books as merely a 
temporary measure. They are looking forward to 
reopening the issue. . 

If this is done, the many questions that the last 
session couldn’t decide again will be before Con- 
gress. Here are some of them: 

1. Is it the responsibility of the federal govern- 
ment to make free shots available to all, regardless 
of ability to pay? 

2. If there is to be a “means test,” should the 
states or the federal government set the dividing 
line between the families that can pay and those 
that can’t? 

3. Should the federal government move into the 
picture and allocate the available vaccine, or 


should distribution continue along the present 
voluntary lines? 

4. Should the states and communities arrange 
for all inoculations themselves? 

Underlying these questions are some issues that 
go beyond Salk vaccine. Some persons in Congres 
believe there should be no limit to the participation 
of the federal government in public health pro. 
grams. They would like to see free inoculations 
not only for poliomyelitis but also for all other 
communicable diseases for which there is a specific 
vaccine. 

Also, the rambling system of federal control 
over drugs, with enforcement spread among half 
a dozen departments and agencies, is under 
criticism. Some leaders in Congress believe the 
whole area of federal drug control should be sur 
veyed, and possibly more clear-cut lines of enforce- 
ment laid down. One bill on this subject—which 
was not pressed last session—would give the 
Secretary of the Department of Health, Education, 
and Welfare authority to move in and assume 
control over the distribution and even the use of 
any drug when the Secretary decided that the 
public welfare warranted such drastic action. 


NOTES: 


During the current fiscal year the U. S. will be 
spending a total of over 32 million dollars to help 
in vocational rehabilitation work, most of it in the 
form of grants to states. 

In exchange for patent rights, colleges and 
laboratories will receive some financial concessions 
from the Atomic Energy Commission in purchase 
of nuclear materials and equipment. 

From now on Air Force physicians, when 
addressed verbally, will be called “doctor.” The 
military rank and title will continue to be used, 
however, in written communications. 

The Department of HEW’s many medical 1 
search programs are being scrutinized by a special 
committee set up by the National Science Founda 
tion. In originally suggesting the study, former 
HEW Secretary Hobby said the time had come 
re-evaluate the extent of federal medical research. 
Final findings will be turned over to HE 
Secretary ‘Marion B. Folsom. 


Seminomas are more radiosensitive than other types of 
testicular tumors, but radiation therapy alone cannot 
depended on to control the tumor spread. 

* * * 


Preoperative radiation has no place in the treatment 
of tumors of the testis. 
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better and more rapidly 
absorbed and utilized, 
better tolerated... 


clinical evidence establishes 

(as shown in chart below) that 
aqueous vitamin A, as 

available in Aquasol A Capsules, 
provides... 


up to 300% greater absorption 
100% higher liver storage 
80% less loss through fecal excretion 


: 1 be 1 as much aqueous 
only 2 10 Bice womceece 











aqueous vitamin A** ordinary oily vitamin A 
acne 25,000 to 50,000 units daily up to 500,000 units daily 
eczema 25,000 to 50,000 ‘units daily 50,000 to 500,000 units daily 
chronic 
ee 60,000 to 100,000 units daily 100,000 to 300,000 units daily 











**Aquasol A Capsules (aqueous natural vitamin A) was one of the products used in these studies. 


the treatment time is required 
for aqueous vitamin A 





aquasol A capsules 


ida] d-1-¥s-1-ol-]¢-) dal t-4 0 ole) ¢-1alol[-1-aeo) Muat-} 40] ¢-] MZi¢-]a} ini. ol:) amot-] 0-30) (- aan 
in water-soluble form: 


25,000 u.s:P.units 50,000 u.s.p.units 100,000 u.s.P. units 


| | | bottles of 100, 500 and 1000 capsules 





PR REPORT 


STEPPED-UP PUBLIC RELATIONS _IN- 
TEREST on the part of the Michigan medical 
profession was evident in widely separated areas 
of the state as county societies and their members 
came out of the summer doldrums and jumped 
into a busy fall and winter schedule. Even in the 
dying days of summer, during August and early 
September, society officers and PR leaders in 
several counties showed foresight by meeting with 
MSMS representatives to evaluate current PR 
activities and make plans for intensified programs 
in the future. With the active help of MSMS 
Councilors in each district, late summer con- 
ferences were successfully planned with key mem- 
bers of the Mecosta-Osceola-Lake County Medical 
Society at Big Rapids, the Mason, Newaygo, and 
Oceana county societies at Ludington, the four- 
county Northern Michigan society at Petoskey. 
and the Hillsdale and Lenawee county societies 
at Adrian. 


Councilors instrumental in setting up_ these 


meetings were William M. LeFevre, M.D., of 
Muskegon; G. B. Saltonstall, M.D., of Charlevoix. 
and B. M. Harris, M.D., of Ypsilanti. At all but 
one session, both C. Allen Payne, M.D., of Grand 
Rapids, MSMS PR Committee Chairman, and 
L. Fernald Foster, M.D., of Bay City, MSMS 


Secretary, were present to guide the discussion. 
PR staff members also took part. 


BIGGEST BOOST TO PR IN 1956 is expected 
to be the annual County Secretaries-Public 
Relations Conference in January, which The 
Council has expanded to a three-day seminar in- 
stead of the usual jam-packed one-day session. 
The dates: January 27-28-29. The site: Sheraton- 
Cadillac Hotel, Detroit. The theme: “You Are 
Organized Medicine’s Basic Unit.” County 
societies are being urged to make plans now for 
strong representation at this vital conference. 

The seminar is designed to be fully as valuable 
to Michigan M.D.’s and county society executives 
as was the fourth annual AMA Public Relations 
Institute cn a national level. The Institute was 
held in Chicago in early September. MSMS was 
represented by a delegation headed by PR Chair- 
man Payne, and including Public Relations Coun- 
sel Hugh W. Brenneman, Associate PR Counsel 
A. DeWitt Brewer, and Warren F. Tryloff, PR 
Field Secretary in the MSMS Detroit office. Each 
of the staff members also was a formal participant 
in the two-day program. 

WAYNE COUNTY MEDICAL SOCIETY’S 
excellent three-week medical forum series, in co- 
operation with the Detroit Free Press, is described 
elsewhere in this issue, but this October PR Report 
is a good spot to extend congratulations to William 
Bromme, M.D., Forum Chairman, and Milton A. 
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Darling, M.D., WCMS President, for  spark- 
plugging this excellent PR venture. Incidentally, 
Kalamazoo Academy of Medicine is reported to 
be the latest society planning a renewal of its 
community medical forum series. Several new 
ideas are being considered by the Kalamazoo 
group. 


THE 26-POINT PR PROGRAM for county 
societies outlined in the MSMS “Winning Friends 
for Medicine” PR guidebook is being revised to 
embrace two additional projects. “How to do it” 
material is being prepared for local medical 
society participation in health projects sponsored 
by service and fraternal organizations, and in 
school health programs. The PR Committee has 
directed the new project outlines to be developed 
in time for presentation at its annual meeting in 
Detroit, January 27. 


NINE NEW TELEVISION PROGRAMS will 
be produced in coming months by MSMS over 
WKAR.-TV, East Lansing, the educational] station 
at Michigan State University. The series will be 
made available, however, to a much wider viewing 
audience than that offered by the limited range 
of the East Lansing UHF facilities. | Kinescope 
recordings are planned for each of the nine shows, 
and MSMS will offer these to other Michigan TV 
stations for public service use. County societies 
interested in sponsoring local showings may get 
the details from the MSMS Public Relations 
Department. 


The TV-Radio PR Sub-committee, under the 
chairmanship of A. E. Schiller, M.D., of Detroit. 
is responsible for developing the MSMS programs. 

In all, WKAR-TV is planning a series of thirty- 
six medical programs during 1955-56. _MSMS 
will be responsible for producing nine (as noted 
above). In addition, Michigan State University 
itself, Ingham County Medical Society, and the 
State Health Department will each produce nine 
programs for the series. Whether kinescope films 
will be made by the other sponsors had not been 
decided in the early planning. 


PR POT-POURRI: Farm-City Week, October 
23-29, is a “natural” for co-operation between 
county medical societies and local Kiwanis Club 
sponsors. Such co-operation is fully endorsed and 
urged by MSMS.... A. C. Pfeifer, M.D., veteran 
editor of the Genesee CMS _ publication who 
recently retired from that post, is back in harness 
again! Under MSMS auspices, Dr. Pfeifer 15 
editing a new health column for Michigan Farmer, 
most influential and widely-circulated farm journal 
in the state... . A timely tip: Prepare now for 
local participation in Medical Education Week. 
April 23-30, 1956, a new national PR project co- 
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KALAMAZOO 


Indicated wherever oral 


cortisone’ or hydrov 


is effective-« 


tablets in bottles ¢ 


ortusone 


Available in 5 mg 


1 mg. tablets in bottle 


ge is % to 1 tablet tt 


times dally 


Corte 


sponsored by AMA and three allied medical edu- 
cation groups. There will be many oppcrtunities 
for hometown tie-ins emphasizing the theme 
“Medical Education Keeps America Healthy.” 
... Are you receiving Ciba’s new eight-page 
tabloid Medical News? It’s billed as “the first 
newspaper exclusively for the medical profession,” 
and comes free of charge to M.D.’s every other 
week. . . . Parke, Davis & Co., Detroit pharma- 
ceutical firm, has jumped into the medical 
associates recruitment campaign with an excellent 
new movie pinpointing the fact that there are 
many service opportunities offered by careers in 
medicine, pharmacy, research, and nursing. Just 
released, the 29-minute color film is entitled “Going 
Our Way.” Prints are being offered for showing 
to civic and service clubs. 





The routine or survey x-ray examination is the best 
and, in fact, the only applicable method for the early 
detection of pulmonary tumors. 


* * * 


P The appearance of the lung lesion on the x-ray film 
Ses not bring automatic recognition; it must be inter- 


preted as an abnormal shadow and some one must prod 
€ asymptomatic patient into submitting to further, 
more definitive measures. 
* * * 

If a woman herself has sense enough to seek the 
age _ examinations we preach about, the least we 
* “ 's to take her seriously, to examine her conscien- 
; usty. and thus to live up to the ideal of making every 
octor's office a cancer detection center. 

Ocrori:; 1955 


*Trademark for the Upjohn brand of prednisolone (delta-I-hydrocortisone) 
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HIGHLIGHTS OF THE COUNCIL 


(Continued from Page 1152) 


® Co-sponsorship was authorized for the Civil 


Defense meeting of the Michigan State Nurses 
Association, Grand Rapids, October 25. 


The monthly report of Legal Counsel Herbert 
included progress report on the Kopprasch legal 
case; definition of a “‘hospital’’; question of the 
Washtenaw County Medical Society re advan- 
tages of incorporation by a county medical 
society; and Kalamazoo Academy of Medicine 
questions re mediation. 


Public Relation Counsel’s report included pro- 
gress of the eighty-one transcribed radio pro- 
grams supplied by AMA and placed on Michi- 
gan’s stations, September 1, 1954, to August 31, 
1955; exhibit plans for Michigan State Fair; 
county medical society PR meetings arranged 
by MSMS; publicity during MSMS Annual 
Session; TV program “Conquest of Disease” 
prepared by Lederle Laboratories, to be 
presented in Michigan through MSMS co- 


operation. 


A motion of thanks was extended Dr. and 
Mrs. W. S. Jones for their hospitality to mem- 
bers of the Executive Committee of The Council 
on this occasion. 
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burning 


keep returning ? 


Your patent needs 


SELSUN 


Setsun acts quickly to relieve seborrheic der- 
matitis of the scalp. Itching and burning 
symptoms disappear with just two or three 
applications — scaling is controlled with just 
six or eight applications. And SELsun is ef-., 
fective in 81 to 87 per cent of all seborrheic 
dermatitis cases, 92 to 95 per cent of dandruff 
cases. Easy to use, SELSUN is applied and rinsed 
out while washing the hair. Takes little time, 
no messy ointments or involved procedures. 
Prescribe the 4-fluidounce bottle for all your 
seborrheic dermatitis patients. 

Complete directions are on label. Abbott 


®SetsunN Sulfide Suspension/Selenium Sulfide, Abbott 
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Looking Back Fifty-five Years 


From “Laudable Pus” to Salk 
Polio Vaccine 


By William J. Stapleton, Jr., M.D. 
Detroit, Michigan 


Life is short and the art long; the occasion fleeting; 
experience fallacious, and judgment difficult. The 
physician must not only be prepared to do what is 
right himself, but also to make the patient, the attend- 
ants, and externals codperate.” 


Hippocrates, “Aphorisms” 


a” WAS fifty-five years ago that I walked up 

to the stage of the old Detroit Opera House 
and received from Dr. Hal C. Wyman, Dean of 
the Michigan College of Medicine and Surgery, 
my diploma as a doctor of medicine. This was 
on April 24, 1900. From the State Board of 
Registration in Medicine, I received a certificate 
which said the owner thereof was entitled to 
practice medicine, surgery, and midwifery in all 
their branches. 

I got interested in medicine from contact with 
our old family doctor, Dayton Parker, a Civil 
War veteran. He lived across the street on the 
corner and, like all the other doctors at that 
time, had his office in his home, He had two 
sons and two attractive daughters. I spent a 
great deal of time in that old house. Curiosity 
had me looking in the books, especially those on 
anatomy and obstetrics, where there were many 
Pictures of the human body. 

The two sons were going to be doctors, and 
we talked as boys will about the work. We knew 
how the doctor went out at night, had to wake 
up his horse and harness it himself. How he 
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was kept busy—being the police surgeon was one 
of his jobs. (Later I was to make night calls for 
him when some policeman was ill and I found 
more than one cop who was just too tired to go 
out on a cold winter’s night.) Both of Doctor 
Parker’s sons became doctors, Burton has retired 
to Hickory Island, but Morgan is still in active 
practice in Utica, Michigan. 

Our class was the first four-year class. We 
were the first to have a so-called course in 
bacteriology which consisted of lectures and slide 
demonstrations given by a young doctor who had 
just taken the course at the University of Michi- 
gan. We also had a lecture course on a new- 
fangled thing called psychology. 

I remember when there were three medical 
schools in Detroit: the Detroit College of Medi- 
cine, the Michigan College of Medicine, and the 
Detroit Homeopathic College. In all, there were 
seven medical schools in Michigan. In addition 
to the three Detroit schools, there were two at 
Ann Arbor—the Allopath and Homeopath—the 
Grand Rapids Medical College, and the Saginaw 
Valley College of Medicine. 

Along about the early 1900’s, the American 
Medical Association started an investigation of 
the medical schools in the United States. There 
were 141 schools. The work of the AMA, plus 
the report of Abraham Flexner, “Medical Educa-, 
tion in the United States and Canada” (Carnegie 
Foundation of Teaching Bulletin 4, 1910), showed 
the glaring deficiencies of medical education and 
resulted in the closing of over half of the proprie- 
tary schools. The result in Michigan was to 
reduce the medical schools to two—the University 
of Michigan, and the Detroit College of Medicine 
(now the Wayne University College of Medicine). 
The AMA was roundly excoriated for attempting 
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this survey in the beginning, but now it is praised 
for having done so. 

The high standards of our hospitals, too, were 
achieved in large part by the activities of the 
AMA—especially the hospital inspection and ap- 
proval program of the Council on Medical Educa- 
tion and Hospitals. 


Fifty-five years ago, medical education was at 
a low ebb. With the exception of anatomy and 
chemistry, the teaching was entirely didactic 
and clinical. The lesson was assigned from the 
textbook, and the students were quizzed. The 
amphitheatre was the main classroom. Seniors 
on the front row, juniors next, sophomores above 
them, and at the top, the lowly freshman. Woe 
betide the student who tried to get a better seat 
in order to view the operation. At 11:00 A.M. 
the big clinic hour was scheduled, and everybody 
was required to be present. The professor ex- 
amined patients and called the seniors down to 
see what they could find out about the case. They 
were quizzed about their findings. Operations 
were performed before the students. When one 


thinks of modern surgical technique and then 
of the procedures of those days, it is to wonder 
how many of the patients survived. But they 


did. CHCL; was the usual anesthetic. Ether 
and all the other refinements were to come later. 
Some operators used cotton gloves—rubber gloves 
were just starting to be used. Later a special 
room was set aside for operating, as more ad- 
vanced knowledge came to the fore. 


A little later, we find in the College of Medi- 
cine catalog the following: 


“It is important that the student, on entering upon 
the study of Medicine, should have some adequate 
conception of the task which is before him. In no 
profession have the conditions of success changed so 
radically in the last thirty years as in that of Medicine. 


“A physician of the last generation, who began his 


career with a thorough knowledge of descriptive and 
surgical anatomy and of pathology, as it was then 
understood, could hope as he acquired experience, to 
become equal to any in the profession. 

“The schools admitted students without inquiry into 
the qualifications which they possessed by reason of 
previous study, and graduated them after attendance 
on two courses of lectures, which were mere repetitions, 
and which were supplemented by no practical courses 
whatever, except the one in practical anatomy. Sub- 
sequent success in practice was determined much more 
by the shrewdness and personal attributes of the practi- 
tioner than by his professional knowledge. This is all 
changed. 
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“Under the influence of some collateral scicnces, 
medicine and surgery have made immense progress, and 
have tended to develop more and more into an exact 
science. 


“The comparatively recent investigations of Pasteur, 
Lister, Koch and others in Bacteriology have wrought 
changes in our conception of the cause and nature of 
disease which have revolutionized our system of practice, 
and enabled us to establish methods of treatment 
founded, in part at least, upon a rational basis. There 
is every reason to believe that the impulse thus given 
to the development of the Medical Art and Science 
will continue to operate through many years to come, 
and that the changes in our doctrine which have taken 
place during the last two decades will seem insignificant, 
compared with those which will yet occur under the 
influence of a constantly expanding knowledge. It is 
becoming more and more evident that no man can hope 
to succeed in the struggle for life in the medical pro- 
fession who begins its study without sufficient prepara- 
tion or enters upon its practice poorly equipped in the 
necessary knowledge. This conviction would make every 
man about to study medicine anxious to thoroughly fit 
himself in education before entering a medical school, 
and willing to devote the years to technical study, 
which alone can establish the foundations of success.” 


Medical Practice 


Within a week after graduation, I was in my 
first office. It was situated in a basement on the 
corner of Third and Lafayette Streets in Detroit. 
My shingle was black with gold letters. On the 
door was painted my name and office hours, 9-11, 
2-4 and 7-9. At night, there was a light over the 
door which showed that the doctor was there. In 
fact, for several years I slept in my office so as 
not to miss any night calls. After a few years, 
a medical student stayed in the office at night 
and I went home to sleep. 

I made my calls on foot, on a bicycle and on 
street cars. Later, I was able, after considerable 
scrimping, to buy a horse and buggy. I really 
thought that I was arriving when the day came 
that I could buy a “Stanhope,” which was the 
doctor’s car. Mr. Ford came along later and | 
had a Model T. 


It was not common in those days for the young 
graduate to take an internship. They usually had 
a place picked out for practice, most often in the 
country. The day after graduation, they were 
on their way. I obtained a sort of internship by 
working in the Detroit Emergency Hospital during 
my senior year and summer vacations. Interns 
did everything from riding the ambulance, acting 
as nurses and orderlies to subduing violent mental 
cases and caring for all the riff-raff of the city. 
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In those days there was no Receiving Hospital, 
so all the poor, sick, drunks, dopes, and prostitutes, 
came to our little place. We patched them up 
and did the best we could with the facilities we 
possessed. It was a rough, tough job, but it cer- 
tainly taught a young man how to handle people. 


As a general practitioner of the common or 
garden variety, I was now ready and waiting for 
patients. In those days, it was a slow job. De- 
troit was well supplied with well-known and es- 
tablished physicians. Specialists were not so plen- 
tiful; still there were a few fine surgeons who 
practiced general medicine, a few eye men, ob- 
stetricians, gynecologists and several dermatol- 
ogists. Most of the doctors, however, took care 
of anything that came into their offices. 


To occupy my time, I would go each day to 
the clinic at 11:00 A.M., and work in the vari- 
ous cubicles where the poor were treated. It 
kept me busy; also it was a small postgraduate 
course. 


The first case I had of my own was a young 
woman who sustained a Colle’s fracture from fall- 
ing down the cellar stairs. Without benefit of 
x-rays or anesthetics, we reduced the fracture, 
made a splint out of cardboard well padded with 
cotton secured in place with a roller bandage and 
placed the arm in a sling. 


And so it started. My first month brought in 
$19.00; my rent was $10.00; telephone was $2.50 
and electricity $2.00. I was lucky that my home 


was only two blocks away and there I went for 
meals. 


What was Detroit like in those years? Let me 
quote from the College of Medicine catalog: 


“Detroit, which for many years has been a well-rec- 
ognized medical center, is a city now embracing, with 
its immediate suburbs, a population of over 250,000. It 
is a great railroad and commercial center, lying on the 
highway between the East and the West, and easily ac- 
cessible from all parts of the Union and the Dominion 
of Canada. Situated on the beautiful river of Detroit, 
it is on the line of the great American lakes, whose 
shipping, it is said, surpasses in tonnage that of the 
Atlantic. It is a great manufacturing center, its man- 
ufacturies in iron, wood, copper, et cetera, giving em- 
ployment to thousands of men. It is the commercial 
metropolis of Michigan, and is the distributing center 
of the extensive territory. It is one of the best paved 
and best sewered cities on this continent. Its streets 
are broad and well shaded, and its water supply is 
equalled by that of but few cities, and surpassed by 
a. These make Detroit the most beautiful of Ameri- 
can cities, and its claim to this distinction is undis- 
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puted by those qualified to express an opinion. This 
is recognized by the holding of the U. S. Presbyterian 
Assembly, and the annual encampment of the G.A.R. 
here in 1891, and the meeting of the American Medical 
Association in 1892. 


“Beside these advantages, Detroit has some of the 
largest manufacturing drug and chemical houses in the 
world. In the matter of medical journalism, no city 
of thrice her size can boast of as flourishing and worthy 
medical journals and, as regards hospitals, Detroit is 
far in advance of her sister cities in the number and 
magnitude of these useful adjuncts to the thorough 
teaching of surgery and medicine in all their depart- 
ments.” 


There is nothing said here about the district 
known as “The Potomac” down on Franklin and 
Woodbridge, where the sailors lived. Here was 
a district where the policemen went on duty by 
twos. The old Woodbridge Street Police Station 
was the place where the drunks and beat-up sail- 
ors were taken. More than once an ambulance 
took to old Emergency Hospital men who were 
DOA or who had fractured skulls or other injuries. 
Skid Row was also there fifty-five years ago, with 
the same problems as today. 


Another section was the red light district on 
lower Champlain Street. This street is now called 
East Lafayette, the name being changed as a result 
of protests of people who lived farther up the 
street. Otherwise, there were wide shaded streets, 
no movies, no radios, no television, few telephones. 
Detroit was a sort of overgrown country town 
where you knew people. No Receiving Hospital. 
No Herman Kiefer Hospital. Contagious diseases 
were taken care of in a building at Harper Hos- 
pital. A Pest House for smallpox was located out 
in the woods near the present site of Herman 
Kiefer with a Negro attendant. 


Belle Isle was the favorite recreation spot; 10 
cents to ride all day in the boat. Baseball was 
played on a lot just across from Harper Hospital. 
Briggs Stadium was then a hay market. 


Women didn’t smoke cigarettes—at least there 
was only one class that did—neither did we have 
cocktail bars for women. Saloons had a women’s 
entrance, but ladies did not enter therein. 


Beer was 5 cents plus a big free lunch. Meals 
were 15 cents and up. For $1.00, the Wayne 
Hotel served what would be a banquet today. 

So in this setting, I began my practice. Most 
of the babies were born at home. It was almost 
unheard of to go to the hospital. You responded 
to the OB call with your little black bag which 
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contained both short and long forceps, a bottle 
of chloroform, a bottle of Lysol, antiseptic Ger- 
minal P.D. & Co. soap, a set of needles and a 
small scale, a little bottle of Agno 3 for eyes, and 
a bottle of umbilical tape in alcohol. Of course, 
you had your pocket case of instruments. When 
you got in trouble you sent for a friend to help 
you out. 

There were no sulpha, penicillin, streptomycin 
or the many other wonder drugs at our disposal 
today. Pneumonia was treated with digitalis, the 
open air treatment, whiskey and quinine. 

There was plenty of typhoid—it was one of 
the first things we studied. In about 1915, a num- 
ber of employes of a circus that came to Detroit 
brought typhoid into the community, resulting in 
from fifty to sixty cases. Typhoid was treated 
by the Brand method—a series of cold baths. 

In syphilis, the rule was—“if at first you can’t 
decide, give KI.” Other remedies were protoio- 
dide of mercury, blue ointment, and before the 
use of Salvarsan, shots of bichloride of mercury. 

For gonorrhea, Lafayette mixture, and various 
injections were given. 

There was no insulin for diabetes: diet was the 
only means of treatment. 

Diphtheria meant a blue card on the house. Dr. 
Louis Hirschman was employed by the Board of 
Health to do intubations. 
ventive shots. 


There were no pre- 


Scarlet fever was frequent, too. People would 
see the red card on the house and cross the street 
to avoid infection. 

Rheumatism was treated mostly by sodium 
salicylate. A popular remedy against the “rheu- 
matiz” was carrying a horse chestnut in the 
pocket or wearing a ring made out of a horse- 
shoe nail. 


Tuberculosis was treated mainly with eggs, milk, 


rest. It was hard to get people into a sanitarium. | 


People were afraid of the “night air.” 
were closely confined to their beds. 
changed all this. 

Surgery often was done on the kitchen table, 
and many a time I drove out into the country to 
assist the surgeon. My job was to sterilize in- 
struments, put them in a towel, boil them in a 
dishpan, and then give the anesthetic, or some- 
times I helped and the country doctor gave the 
anesthetic. 


Patients 
Trudeau 


There were no x-rays to help in the reduction 
of fractures. 
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LOOKING BACK FIFTY-FIVE YEARS--STAPLETON 


As County Physician 


For four years, I was county physician—that is, 
we did postmortems for the coroners, made exam- 
inations, and treated prisoners in the county jail, 
examined girls at the House of the Good Shep- 
herd, and gave testimony in Court. Those four 
years would make a story in themselves. It was 
a very interesting experience. 


The Harley and Wimpole Streets of Detroit 


Lafayette Boulevard was facetiously called “pill 
alley.” In those days, it was an avenue of houses 
with lovely shade trees. The doctors had their 
offices in their homes. No automobiles cluttered 
the streets (the doctors drove horses and buggies). 
The telephone was coming into use, but it was 
not uncommon for a messenger to go to the doc- 
tor’s office. At night there was a glass globe with 
the doctor’s name on it so that he could be more 
easily found, and a night bell awakened him. 
Many calls were made on foot by street car and 
bicycle. 

First on Lafayette, at the corner where Michi- 
gan and Lafayette come together, was the office 
of the Doctors Kennedy (no relation to Dr. 
Charles!) and Kergan, the advertising quacks 
whose little books told the reader that they treated 
the secret diseases of men, especially “lost man- 
mood.” Many young men were fleeced by. this 
pair. 


Next came Doctor Hamilton, an old family doc- 
tor. On the corner of Wayne was the home and 
offices of Doctors Brodie, father and son. The 
son, Ben, was the doctor for the fire department 
—a tall handsome man who drove a spanking 
team of fine horses. It was a sight to see him on 
the way to a fire. 

On the corner of Cass was another doctor and 
his son—the Doctors Jenks. The senior doctor 
was one of the early “Gyn” men in Detroit. The 
son, Nate, was a well-trained likeable chap who 
died before entering his prime. 

Back of the Jenks’s was Doctor Thuner, an eye 
specialist. Across on the corner were the three 
Connors, the father an eye specialist and his sons, 
Guy and Ray, graduates of Williams and Hopkins 
in the days of the “big four.” The three of them 
were members of the Wayne County Medical So- 
ciety. 

Next to them in an old frame house was Harri- 
son Jenk, a Harvard man who was the only doc- 
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tor in those days who rode a motorcycle to make 
calls. He had a pair of rubber overalls which he 
put on over his trousers to keep the grease and rain 
off. In his office, I was fortunate enough to be 
part of many “bull sessions” in which the two Con- 
Across the 
street was Jimmie Winter, a general practitioner. 


nors and Nate Jenks made merry. 


On Fort Street, at the corner of Wayne, was 
a drugstore known as Morris’ Drugstore. Here a 
young druggist by the name of George M. Schett- 
ler worked. 
ness. 

The Three Musketeers of Medicine—Andrew 
McLean, Andrew P. Biddle, and Angus Campbell 
—had their offices in that building. I used to 
hear Angus tell about those early days. “One 
for all and all for one.” 


Later he became owner of the busi- 


Just below the corner of Cass was a red brick 
building which housed the great surgeon Dr. Theo- 
dore McGraw. With him was Dr. Frederick 
Robbins. Bill Keane moved in with him when 
he graduated from the Detroit College of Medicine 
in 1902. 

Nearby was the office of Robert W. Gilman 
and Charles Anderson. 

In the middle of the block, between Third and 
Fourth streets on the North side, was the Detroit 
Sanitarium, the railroad hospital. Each man em- 
ployed on the railroad had a ticket entitling him 
to medical and surgical treatment. The hospital 
was headed by Dr. Donald McLean, a surgeon. 
One day i 


heard from one of the railroad men about a young 


and a good one until he retired. 


surgeon who was a “whiz” and was working for 
Dr. McLean. 


him operate. 


I went over one morning and saw 
He was certainly a clever surgeon. 
[ couldn’t understand him, for his language was 
broken German-English. His name was Max 
Ballin, and that was the way he started in Detroit. 
The rest of the story is well known. 

Of course, there were many other fine doctors 
in Detroit who had their offices on Jefferson Ave- 
nue, Miami Avenue, Woodward Avenue, Chene. 
and Gratiot Avenue. They were fine industrious 
types of men. Among them was “Dad” Carstens., 
the friend of the medical students. 


— the corner of Howard and First lived 
Doctor LeFerte, father of Al, with a red bou- 
toniere of the French Legion of Honor on the 
lapel of his coat. Promptly at 3:00 his carriage 
awaited him. 
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LOOKING BACK FIFTY-FIVE YEARS—STAPLETON 


These are just a few-of the outstanding doc- 
tors in practice at that time. 

The Michigan State Medical Society and the 
Wayne County Medical Society were in existence 
at that time, of course, but the early meetings were 
not attended as they are now, and the papers 
were mostly given by local men. Now one sees 
and listens to the leaders in the various special- 
ties from all over the world. 


During all my life as a doctor, I have profited 
from the meetings of these two societies. Attend- 
ing meetings keeps one up to date on medical 
matters. Those meetings in the early years were 
practically all the postgraduate work available to 
the general practitioner. Postgraduate work has 
It has 

Still there is a gap in the 
As yet, there is still the diffi- 
culty of a general practitioner’s having to leave 
his work in order to get up-to-date information. 
A scheme whereby the information desired by the 
general practitioner would be brought to the doc- 
tor is, to my mind, needed. Some progress has 
been made, but more is needed. 


come into being during my lifetime. 
advanced greatly. 
whole program. 


My life as a doctor has been lived in a most 
amazing fifty-five years. Looking backward _to- 
ward the year 1900 in which I graduated, it seems 
to me that more has happened in medicine during 
the past fifty-five years than in any other period. 
Truly, it has been the Golden Age of Medicine. 
What a wonderful period to have lived in! It 
seems to me that today medical science makes 
greater progress in a single year than it used to 
make in a lifetime. In summary, note some of 
the high spots of fifty-five years of medical prac- 
tice: 


1. Diagnosis of appendicitis as a definite dis- 
ease. 

2. Discovery of the germs of typhoid fever, 
pneumonia, tuberculosis, diphtheria, dysen- 
tery, scarlet fever, cholera, tetanus, bubonic 
plague, tularemia, syphilis, and many oth- 
ers. 


oe 


Antiseptic surgery, after Lister’s work in 

1895, followed by aseptic surgery. 

+. Discovery of the way in which yellow fever 
and malaria were transmitted and the meth- 
ods of eradicating and controlling. them. 

5. The x-ray, discovered by Roentgen in 1895, 

and radium discovered by Marie Curie. 


(Continued on Page 1225) 


Hypothyroidism 


By Charles Sellers, M.D. 
Detroit, Michigan 


bene octal years ago, the region about the 

Great Lakes including Michigan was recog- 
nized as a goiter area. Varying degrees of hyper- 
thyroidism occurred quite frequently. The prin- 
cipal cause of this condition was traced eventually 
to the low iodine content of the drinking water 
in this district. 


A very large number of thyroidectomies were 
done during the early 1920’s. Shortly thereafter 
iodine salt was introduced throughout the State 
of Michigan upon the recommendation of the 
Michigan State Medical Society. Although no 
appreciable change occurred immediately in the 
number of operations for goiter, a gradual de- 
crease in their occurrence took place, because by 
1940 the number of operations for this condi- 
tion in several institutions was reduced about 50 
per cent. Since that time, the number has been 
reduced once more by more than 50 per cent. 


Several factors have entered into the reduction 
in the incidence of hypothyroidism. Better med- 
ical knowledge has resulted in better medical 
care. Iodine, Lugol’s solution, methylthiouracil, 
propylthiouracil and radio-active iodine have been 
used extensively for the active treatment of already 
existing hyperthyroidism. 

Iodine salt was intended as a prophylactic meas- 
ure, and the product has been used by nearly 
everyone in this area during the past thirty years. 
There is considerable evidence to show that it 
has been a contributing factor in lowering the 
incidence of hyperthyroidism, particularly adoles- 
cent goiter. 


Iodine salt must have lowered the basic meta- 
bolic rate of all of its users, since apparently it is 
not selective in inhibiting hyperthyroidism alone 
nor in reducing the metabolic rate to normal and 
not below that point. 


Persons whose thyroid function was normal 
while drinking Great Lakes water and before the 
introduction of iodine salt must have had their 
metabolic rates reduced below normal when they 
became users of iodine salt for many years. 
Persons born since the advent of iodine salt have 
been using it all their lives. 
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For those who would have developed hyperthy- 
roidism, it has been a valuable asset; for nor- 
mal cases and a smaller number of persons who, 
without iodine salt, would have developed some 
degree of hypothyroidism, it has been detrimental, 
since it has reduced a metabolic rate already 
normal or subnormal. Non-iodine salt is avyail- 
able for hypothyroid cases, but it is not used as 
widely as it should be in specific cases. 

The widespread and increased use of fresh and 
frozen vegetables by a greater number of persons 
and in greater quantities than ever before is prob- 
ably another factor that has lowered slightly the 
metabolic rate of some persons and thereby in- 
creased the frequency of mild or borderline hypo- 
thyroidism. 

Even canned vegetables retain more of their 
natural iodine content because modern canning 
procedures have been improved by such processes 
as pressure cooking. 

Fresh, frozen and canned vegetables have been 
transported over wider areas in recent years so 
that no longer does a person eat only the vegeta- 
bles grown in his own community. This helps 
to equalize things so that some vegetables rich 
in iodine content may be consumed in a com- 
munity in which the soil produces vegetables low 
in iodine content, and vice versa. 

During the past several years, there has seemed 
to be an increasing number of persons who were 
complaining of a symptom complex that indicated 
hypothyroidism and a low metabolic rate. 

Recently, we undertook a study of consecutive 
cases of apparent hypothyroidism. Two hundred 
such persons were encountered in a short time. 
We considered this a fair sampling. Basic meta- 
bolic rates were taken on those borderline cases 
that were not at once obvious and all were on the 
negative side ranging from —10 to —30. Almost 
all patients were obese in some degree, but obesity 
is not always associated with hypothyroidism. All 
persons overweight from overeating and those 
whose symptoms resembled those of hypothyroid- 
ism in some manner but, on test, had normal 
basal metabolism rates or, on trial, failed to 
improve on thyroid therapy were excluded from 
this study. 

The principal clinical manifestations have been, 
in order of frequency: obesity, tiredness, sleepiness, 
sluggishness or ungainly gait and physical move- 
ments. Some few cases showed myxodema. 

Other symptoms of lesser frequency and im- 
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portance have been dryness of skin, decreased 
perspiration, coarse hair, brittle nails with tend- 
ency toward splitting in both horizontal and 
vertical planes, chronic fatigue, failing memory, 
numbness and tingling in extremities, menstrual 
irregularities, particularly the two-week cycle, 
although some complained of amenorrhea of one 
to six months’ duration. Blood pressure was 
usually low, pulse was often slow, and sometimes 
the heart was enlarged. Fat pads over hips, 
over shoulders, on inner aspects of knees and 
across the epigastrium were not infrequent. 

Among the current but indirectly associated 
symptoms, the most frequent were: mental de- 
pression, secondary anemia, isolated or multiple 
neuritis, trichomonas vaginalis, pains in abdomen 
from distended colon, bachache, varicose veins and 
menopause. 

There seems to be a psychogenic factor in hypo- 
thyroidism involving certain feelings of insecurity 
and inferiority because of the obesity, the lack 
of a personable appearance and general sluggish- 
ness resulting in a compensatory urge toward ex- 
cessive eating and nibbling between meals. They 
are less active physically; hence, the caloric intake 
must be lessened. 


Treatment 


Obvious cases of hypothyroidism and those who, 
on test, showed lowered basic metabolic rates were 
given various doses of thyroid extract, adjusted 
by trial to correct amount. Depressed and obese 
patients having a psychological urge or compul- 
sion toward overeating were given desoxyphedrine 
3 mg. before morning and noon meals. Non- 
iodine salt was prescribed. Caloric intake was re- 
duced in most instances to 1,200 calories in a 
well-balanced diet. 

Other contemporary complaints were treated 
according to indications. This included a great 
many symptoms, most of which have been men- 
tioned previously, plus various surgical condi- 
tions, but no surgery, except emergency work, was 
undertaken until metabolic rate was adjusted to 
a higher level, because it was found that many 
indefinite symptoms disappeared under treatment 
and that when surgery was really necessary, re- 
covery was greatly facilitated when they were 
taking adequate doses of thyroid extract. 


Case Histories 


Case 1.—A single woman, aged thirty-four, complained 
that her weight had gradually increased to 186 pounds 
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HYPOTHYROIDISM—SELLERS 


during the past fifteen years. She said that she was 
nearly always tired, took an hour’s time and two cups 
of coffee to get “started” in the morning, slept twelve 
hours and often was sleepy during the day. She was 
very sad about life in general and her weight in particu- 
lar. She was a chronic complainer, depressed, intro- 
verted and somewhat unsocial. She had few friends. 
Her school work had been below average, so she quit 
school at sixteen and went to work in a store, but the 
confusion of so many people about her and the calcula- 
tions in making change were not to her liking. She 
later went to work in a factory, assembling small 
machine parts, and was more contented. She had a 
strong aversion to cold weather. She was slow and 
ungainly in her gait and had fat pads over both hips, 
over shoulders and on inner aspects of both knees. 
Blood pressure was 100/70, pulse 68, BMR—18. Men- 
struation was irregular, usually fifty to sixty days between 
periods. 


Desoxyphedrine 5 mg. and thyroid extract 2 grains 
were given before breakfast and lunch, and her food 
intake was cut down to 1,200 calories a day. The 
amount of thyroid was varied to establish need, but she 
does best on 4 grains daily. Non-iodine salt was used. 
More than one year’s constant supervision was necessary. 
A little psychotherapy gradually lessened her other com- 
plaints. ‘Constant encouragement and appeals to her 
ego were very valuable. 


She now weighs 126 pounds and by comparison with 
her previous personality, she is more cheerful, active, a 
good worker in her job and has few complaints. She 


can Carry on a conversation much better than she could 
before. 


Case 2.—A married woman, aged forty-three, who 
complained of tiredness, sleepiness, general lack of 
strength and a weight increase during the past five years 
to 170 pounds. She had two children, aged seventeen 
and ten respectively. She was depressed, had aversion 
to cold weather, was mentally sluggish and had some 
menopause symptoms. She was sky, reticent, giggled 
without provocation, had some feelings of inferiority and 
nibbled between meals. 

She was given desoxyphedrine 5 mg. and thyroid ex- 
tract 1 grain before breakfast and lunch. Caloric intake 
was reduced to 1,200 calories daily and non-iodine salt 
was used. Aqueous estrogenic hormone was given when 
really necessary. 

She was very co-operative and stuck to the regime 
faithfully. Her weight is 125 pounds, her personality 
is improved greatly, she is more alert, requires much 
less sleep and does her work without much complaining. 
Whereas she seldom left her home previously, she now 
goes Out and meets other persons freely, for she is much 
more attractive. 


Conclusions 


1. Two hundred cases of hypothyroidism were 
observed. 
2. Hypothyroidism seems to be increasing. 
(Continued on Page 1216) 
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Continuing Education for 
General Physicians 


By F. P. Rhoades, M.D. 
Detroit, Michigan 


HE GENERAL PHYSICIAN, due to the 

greater breadth and complexity of his prac- 
tice, even more than the specialist, must continue 
his medical education throughout his active life- 
time if he is to fulfill the obligations placed upon 
him by his license to practice. Organized medi- 
cine has so far been permitted by the public to 
control its own destiny; hence, it must assume the 
responsibility of insuring the constant continuing 
education of its members. The ever-expanding 
knowledge of human biology, new diagnostic 
procedures, and new therapeutic agents, plus the 
ever-increasing number of stress-producing situa- 
tions to which man is subjected, make it absolutely 
imperative for the physician to seize every op- 
portunity possible to aid in his quest of continuing 
education. 


This quest is usually pursued in one or more 
of the following ways: (1) reading medical books, 
monographs, medical journals, and the voluminous 
literature received through the mail daily from 
pharmaceutical houses; (2) individual contacts 
with colleagues, consultants, pharmacists and de- 
tail men; (3) hospital meetings, such as general 
staff, sectional and clinical pathological confer- 
ences; (4) society meetings, both general and 
special on county, state or national levels, (5) 
formal postgraduate courses. 

Medical reading occupies a third of the time 
devoted to continuing education and in spite of 
its shortcomings, due to the difficulties in selecting 


what to read, physicians believe it to be the most 


desirable and effective method. Individual con- 
tacts constitute another third of the time devoted 
to education. The bedside consultation with a 
specialist on one of the physician’s own patients 
can be most valuable. Informal discussions at 
lunch with one’s colleagues, telephone conversa- 
tions with druggists, and perhaps a detail man, if 
he is well trained as are the majority of the 
representatives of the research houses. 

Since hospital accreditation demands his at- 
tendance, one-fourth of a physician’s available 
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time is taken up with hospital staff meetings, 
Due to the natural emphasis on administrative 
matters, such meetings add little of value com- 
mensurate with the time spent. 

The remaining 10 per cent of time at the 
disposal of the practicing physician is divided 
between medical society meetings and postgradu- 
ate courses. Medical society meetings, especially 
when they are hand-tailored to the needs of the 
general physician, can be extremely valuable. Not 
only must the subject areas covered be timely, 
but each guest speaker must be selected with care 
from among those who have demonstrated their 
ability to neither speak down to, nor over the 
head of, the general physician. 

Most physicians believe that postgraduate 
courses are second only to reading as the most 
effective method of continuing education. Ad- 
vances in medicine have been so rapid that the 
general physician cannot allow more than five 
years to elapse between determined efforts to 
bring himself abreast of progress, if he is to con- 
tinue to give a satisfactory quality of service to 
his patients. This effort should take the form 
of at least one week (fifty hours) of postgraduate 
study per year, for each physician. A start in 
this direction has been taken by the American 
Academy of General Practice which requires, as 
a condition of continued membership, 150 hours 
At the 
present time, only fifty of these hours must be of 
a formal nature. This is the equivalent of ap- 
proximately six eight-hour days in three years, 
or two eight-hour days per year. 

If we were to attain the ideal of fifty hours per 
year per physician for the 3,000 physicians en- 
gaged in general practice in Michigan, we would 
require 150,000 physician-hours of instruction per 
year. Since an average of ten usually attend 
each course offered, it would require 15,000 in- 
structional hours to meet this need; but since 


of postgraduate work every three years. 


only about 25 per cent take courses in any one 
year, this cuts the hours needed to around 4,000. 
As in the rest of the nation, the hours designed 
for the general physician offered in Michigan 
fall far short of this ideal. 


Motivation 


It must be borne in mind that in postgraduate 
medical education the end result is not an ad- 
vanced degree or other evidence of advanced 
standing in one’s profession, but an inner satis- 
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faction. Some physicians are motivated by a 
sincere desire to render better service to their 
patients; both medical and 
legal, of the results of not practicing the best 
possible medicine. 


others by a fear, 


Thus we do not have a 
seeking a degree, but instead 
an experienced one that is intensely interested 
in acquiring knowledge that will improve the 
handling of the difficult cases met in daily prac- 
tice. The physician realizes that every moment 
spent is time and income lost from his practice. 
Consequently, he acutely feels the need to make 
More than 60 per cent 
of our practicing physicians are general practi- 


3 es di 2? 
captive audience 


every moment count. 


tioners, but hospital and medical society meet- 
ings are oriented more to the needs of the special- 
ists. The lower level of postgraduate attendance 
to the dearth of 

specifically for 
them. Medical teaching is almost entirely in 
the hands of specialists, and medical faculties 
frequently fail to appreciate the demands of gen- 
eral practice. They often do not realize the 
degree of competence required of an_ isolated 
physician as compared to the urban specialist who 
has his colleagues to lean upon. 


by general physicians is due 


postgraduate courses designed 


Obstacles 


The chief deterrents to postgraduate work are: 
1) courses offered at unsuitable times; (2) cost, 
if travel, living expenses, and loss of income from 
practice are factors; (3) limited time available 
due to multiplicity of other meetings (staff and 
society); (4) absence from practice, leading to 
neglect of patients. 

The continued emphasis on specialization has 
progressively widened the gap between the gen- 
eral physician and the specialist, leading to an 
undesirable double standard of practice. The 
only acceptable manner by which this gap may 
be bridged is through making available more 
suitable and convenient postgraduate courses for 
the general physician, The medical profession 
Must re-evaluate the position of the general phy- 
‘ican. If he is to continue to care adequately 
for 85 per cent of the illnesses of mankind, his 
(raining must qualify him to determine when 
and what special tests or services, if any, are 
needed. His role of medical co-ordinator must 
be recognized by the specialists, if the public 
's to receive both economical and complete medi- 
cal care, 
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CONTINUING EDUCATION—RHOADES 


The surest device for attracting physicians to 
postgraduate courses is high educational quality 
with definite objectives and careful selection of 
content, pedagogical methods, and _ instructors. 
If a certificate, such as that issued by the Ameri- 
can Academy of General Practice with regular 
periodic endorsements, were to become known 
among the public as evidence of the physician’s 
having kept up to date, it would have considerable 
value in providing additional stimulation for the 
physician to attend postgraduate courses. 


Types of Courses 


The basic purpose of postgraduate medical 
education is twofold: (1) to keep fresh the basic 
training acquired from the school and hospital 
in human biology, as well as disease and the ways 
in which it can be altered or prevented; (2) to 
add new developments in medical science. Two 
general types of courses are offered. First is the 
true refresher course designed to review basic 
medical knowledge and acquaint the physician 
with recent developments. Second is the special 
course designed to expand the physician’s under- 
standing of one narrow field or area of practice. 
Less than 5 per cent of the courses offered are of 
the refresher type, yet this is the very type most 
needed and demanded by the general physician. 
The refresher type has two components: review 
and additive elements. The review element is 
concerned with recalling basic knowledge of facts 
and principles, especially concerning conditions 
not encountered frequently, but important that 
they be recognized and the correct treatment 
known. The additive element contains new ad- 
vances in medical knowledge and technique, thus 
narrowing the gap between medical research and 
practice. 

A complete refresher program should cover 
the preventive, diagnostic, and therapeutic aspects 
of medical practice, either in a single program 
or at periodic intervals. New diagnostic methods 
and laboratory procedures must be accompanied 
by both the indications and contra-indications for 
their use. Similar safeguards must be applied 
to new therapeutic products or methods to avoid 
their injudicious or premature use. Refresher 
courses should contain not only knowledge that 
is of practical everyday value, but information 
on experimental clinical applications not yet in 
common use, as well as theoretical advances in 
basic medical science that:may have no practical 
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employment at the present time. The chief vir- 
tue of this last type is the intellectual stimula- 
tion it affords. 


Methods 


The method by which postgraduate education 
is imparted to the physician may be divided into 
didactic and participative. The didactic method 
is exemplified by lectures and demonstrations by 
the teacher. This method is economical, as large 
numbers can.receive the message to be imparted. 
Its great weakness lies in its limitations in develop- 
ing judgment and in perfecting technical skill. 
More than 75 per cent of all postgraduate courses 
offered are didactic. The greatest need of the 
general physician is for more participative courses, 
wherein he can learn from the physical and mental 
handling of things, people, or ideas. Much of 
the postgraduate teaching has been on the audio 
level, which only requires that the physician sit 
in a lecture hall and listen to a clinical instructor. 
At times the lectures are amplified by the use of 
slides, chalk talks, or demonstrations. This em- 
ploys the added sense of vision and thus becomes 
audio-visual, What is needed are more courses 
employing participative or manual skills. It is 
axiomatic that a subject is never mastered until 
you, yourself, have taught it. It is even more 
true that you cannot correctly apply a procedure 
until you have performed it a number of times 
under expert guidance. Diagnostic procedures, 
operative techniques, and other therapeutic meas- 
ures are best learned by a combination of all 
three or the audio-visual-manual method. Such 
courses, by their very nature, must be limited to 
individual or small groups, but the audio-visual- 
manual method remains the ideal one. 


The greatest value of the audio form is prob- 
ably its inspirational appeal, because it can bring 
the leaders of medicine directly into contact with 
large numbers of practicing physicians, The audio- 
visual method, not only brings patients before 
the physician-students, thereby providing the high- 
ly desirable clinical atmosphere, but all the diag- 
nostic material pertinent to the case is brought 
to life. Its only limitation is paucity of material 
in some localities, and the limited number of 
physician-students who may be accommodated. 


Other methods of making postgraduate instruc- 
tion available include television, radio, telephone 
and recordings. Radio is important for its ability 
to present new niaterial and urgent medical news. 
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Telephone programs also possess this timeliness, 
plus the sense of contact between the physician. 
students and instructor. Recordings have also 
found a place in postgraduate education. While 
cut records are expensive, they have the advantage 
that most physicians possess record players, where- 
as tape recordings demand expensive equipment. 
Motion pictures and television have the advantage 
of employing both auditory and visual stimuli. 
Their disadvantage lies in their high cost which 
limits them to subjects of basic or permanent 
significance. Television may prove to be of 
tremendous importance in bringing instruction 
from medical centers directly into the home or 
office of the physician, especially if one of the 
methods that scramble the program is made 
available, so as to exclude public reception which 
would otherwise severely limit the material that 
could be presented. Today many of the teachers 
of postgraduate programs are drawn from the 
faculty of the medical schools, but it should be 
borne in mind that actual experience in the 
practice of medicine is important for effective 
postgraduate teaching. The teacher must possess 
the ability to translate his deep knowledge of an 
involved subject into terms understandable and 
usable by the practicing physician. Although 
most of the teachers are specialists, it is important 
to have some general physicians take part in 
postgraduate education because of their inherent 
ability to interpret to other general physicians. 


Time and Location 


One of the most important aspects concerns 
the time the courses are offered and the places 
where they are given. If these are not selected 
with care, they will fail to attract a desirable 
number. Most physicians engaged in active prac- 
tice find it difficult to attend courses of greater 
than one week’s duration. Most prefer two-day 
or three-day courses, one of which days should be 
either Wednesday or Thursday, the doctor’s tradi- 
tional day off. In considering the time element, 
we have first the concentrated course in which 
the individual sessions are continuous daily untl 
completed. The second type is the intermittent 
course in which the sessions are separated by 
periods of days, weeks, or months. The majority 
of courses now being offered are of the concet- 
trated type. Perhaps the intermittent type would 
be most suitable for the 1,200 general physicians 
in Detroit, if such courses were offered either 10 
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the morning or on the doctor’s day off. By con- 
trast, the 1,800 men engaged in general practice 
outside Wayne County would perhaps prefer the 
concentrated type. Since they are so inextricably 
bound up with their practice, it is necessary for 
them to leave their community if they are to be 
free to study. One advantage of the intermittent 
course is that it generally leads to greater retention 
of the material presented, since it is spread over a 
greater period of time. The medical schools are 
ideal centers for the concentrated type, as they 
have a ready-made faculty which could provide 
such service with as little as a 10 per cent addition 
to their teaching schedule. It is to be hoped that 
in the plans for expansion of the Wayne University 
Medical Center, living, dining, and recreational 
areas will be provided for the physician-students 
attending postgraduate courses. 

Extramural courses usually given in large cities, 
of which the annual Fall Postgraduate Clinic of 
the Michigan Academy of General Practice is a 
good example, accounts for almost half of the 
physician-hour attendance at postgraduate courses. 
It has the inestimable advantage of bringing a 
number of eminent medical teachers before a 
large number of physicians at one time, with 
living, dining, and recreational facilities in close 
proximity. There remains the problem of pre- 
senting such extramural courses to the practicing 
physician in his own community, but there are 
two great disadvantages to such a plan. First, 
the physician will register and then miss part or 
all of the course because of the demands of his 
practice. Second, cost of sending the teaching 
team to the smaller communities is excessive. Part 
of these objections may be overcome by the use 
of two slightly different approaches: (1) the 
circuit, in which the instructors cover a number 
of teaching centers, spending a day at each; (2) 
the regional program, in which the teacher-team 
visits certain specified centers in each area every 
month for a day or two. 

Another possible method that could be ex- 
ploited is the correspondence course. These 
courses could be supplemented by slides and re- 
cordings, and could be evaluated by examinations. 


Sponsorship 


While it may seem logical that medical schools 
should sponsor postgraduate medical education, 
there are many other institutions and organiza- 
lions participating. Foremost among these others 
Ocroper, 1955 
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are our own State Society, teaching hospitals, 
special medical societies, such as the Michigan 
Academy of General Practice, and pharmaceutical 
firms. Whereas the medical schools offer the 
majority of postgraduate opportunities, the great- 
est attendance is attained by the general and 
special medical societies. The Michigan State 
Medical Society for many years has drawn large 
numbers to both its annual session and its clinical 
institute. Recently, the Michigan Academy of 
General Practice, with its annual Fall Postgraduate 
Clinic and its Symposium on Office Procedures 
in February, has drawn increasing numbers of 
physicians engaged in general practice, since meet- 
ings are carefully orientated to the needs of the 
general physician. The presence this year of 
twenty-two original scientific exhibits further en- 
hances the value of the Fall Postgraduate Clinic 
in November. 


Costs 


In considering the cost of financing postgraduate 
education, whether it be intramural or extra- 
mural, the honorariums and salaries paid to the 
teaching faculty account for over half of the total 
cost. The administration and overhead necessary 
to set up a course account for approximately 
another third. Money to support postgraduate 
education usually comes from the treasury of the 
institution or organization presenting the program, 
various contributing agencies, technical exhibitors, 
or fees paid by the attending physicians. Physi- 
cians attending postgraduate courses conducted 
by medical schools expect to pay a registration 
fee for the course. This is not true when they 
attend courses conducted by state or specialty 
groups. Such programs are generally financed 
by the sale of space to technical exhibitors. Re- 
gardless of whether or not a physician pays a fee, 
the greatest cost is represented by the loss of 
income due to his absence from his practice. When 
and if the Internal Revenue Service rules the 
cost of postgraduate medical education a deduc- 


tible item, it will appreciably reduce the overall 
cost to the physician. 


Objectives 


More clearly defined objectives are needed in 
postgraduate medical education. Its primary pur- 
pose of keeping physicians abreast of modern 
medical practice, or increasing their know-how 
of some aspect of it, must be kept in mind. It 
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must be constantly emphasized that its primary 
purpose is bridging the gap between research and 
practice. Of the two basic types, the special and 
the refresher, the greatest need is for the refresher 
type which represents a radical change from what 
is being offered at the present time. The refresh- 
er course should contain not only new develop- 
ments of immediate practical use, but clinical 
developments still in the experimental stage, and 
new aspects of the basic sciences that may 
eventually prove to be of practical value. 

It cannot be too strongly stated that at the 
present time the vast majority of courses offered 
are aimed at the specialists, in spite of the fact 
that three out of five physicians in Michigan are 
general physicians. Courses for these men should 
be planned in cooperation with local general prac- 
tice groups. The Michigan Academy of General 
Practice, with its state-wide organization, is the 
logical one to assume this responsibility. To 
implement this program, it will be necessary for 
the medical schools to recognize postgraduate 
teaching of the general physician as a separate 
and distinct problem, with courses oriented to his 
needs and with medical school faculty members 
especially designated for this duty. 

The general physician has few hospitals and 
medical society affiliations and thus, being de- 
prived of these sources of continuing education, 
must turn either to formal postgraduate education 
or programs designed by his own organization. 
It has been suggested that either required periodic 
attendance at postgraduate courses or periodic 
examination for continuation of the license to 
practice be required of all physicians. The Ameri- 
can Academy of General Practice, through its 
requirements of 150 hours, every three years, of 
postgraduate work for continued membership, 
has provided at least a partial answer. 

To secure the fifty hours that are designated 
as formal course credit, a member must attend 
(1) a postgraduate course given by an accredited 
medical school, or recognized postgraduate medical 
school; (2) a course sponsored by the American 
Academy of General Practice or any of its con- 
stituent chapters, or by a medical school ad- 
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ministrator, approved by the regional advisor of 
the commission on education, and processed and 
disseminated by the American Academy of Gen- 
eral Practice or its constituent chapter; (3) the 
annual Scientific Assembly of the American 
Academy of General Practice; (4) the annual 
Scientific Assembly of each state chapter, provid- 
ing it be approved in advance by the Regional 
Advisor for the commission on Education (our 
own Michigan Academy’s Annual Fall Postgradu- 
ate Clinic has already been approved); (5) the 
publication of scientific papers which shall receive 
five hours’ credit, if published in a state journal, 
and fifteen hours’ credit, if published in a national 
journal; (6) other courses of postgraduate train- 
ing approved by the commission on education of 
the American Academy of General Practice. 

The remaining 100 hours designated as informal. 
or medical meeting and assembly credit, shall 
include (1) the scientific meetings of the Ameri- 
can Medical Association; (2) local and state 
medical society scientific meetings; (3) hospital 
staff, scientific conferences, and clinical pathologic 
conferences; (4) postgraduate seminars and as- 
semblies not otherwise covered in the definition 
of formal credits. 


Conclusions 


In any planning for postgraduate medical 
education for the general physician, whether intra- 
mural or extramural, it should be recognized that 
almost half who are licensed to practice medicine 
in Michigan reside in Wayne County. More 
than 60 per cent practice within 50 miles of Wayne 
University College of Medicine, and more than 
70 per cent within 50 miles of the University 
of Michigan Medical School. This leaves some- 
where between 30 and 40 per cent of our Michi- 
gan general physicians without easy access to 
medical teaching centers. It is this group that 
must be served by expansion of the opportunities 
for postgraduate education. All physicians in 
Michigan engaged in general practice should be 
offered the convenient means of acquiring the 
necessary knowledge to enable them to render 
the public the highest type of medical service. 
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Early Treatment of Throm- 
bophlebitis 


By Howard C. Rees, M.D. 
Detroit Michigan 


T WOULD be possible to save numerous lives 
and to prevent the great majority of swollen 
legs with the postphlebitic syndrome, if acute and 
insidious thrombophlebitis could be diagnosed and 
treated early. 
Process Description 


Thrombophlebitis is a partial to a complete 
occlusion of a vein, caused primarily by an in- 
wall. It 
secondarily as a result of a thrombus formation 


flammation of the vein may occur 
in a normal blood-clotting mechanism as a result 
of trauma and injury. The abnormal clotting of 
circulating blood may be caused by chemicals in- 
troduced in the blood stream or inherent from 
diseases which cause alterations in the physical 
or chemical properties or constituents of the blood 
itself. 


known cause. 


It may be a spontaneous process of un- 
Thrombophlebitis is the result of 
a two-way reaction. The thrombus attaching itself 
to the intima of a vein starts an inflammatory 


reaction in the vein wall. An inflammation of 


the wall, when of sufficient intensity, will cause 


a thrombus formation which spreads and organizes. 
It is the extension and unattached process that 
floats and flags freely in the blood stream, that 
fractures free. It then may be carried to any 
area of the body but usually to the most prevalent 
and dangerous spot, the pulmonary vein. The 
seriousness of the thrombosis is proportioned to 
its size and rapidity of growth in its new location. 

The great preponderance of involvement being 
in the lower extremities prompts one never to 
miss the examination of these appendages in every 
patient, if he is a bed or ambulatory case. The 
area is accessible to inspection, palpation and 
any examination required to make the positive 
case known in ample time for successful treat- 
ment. A complete history and physical examina- 
tion, with alertness at all times, is just as im- 
portant in finding this disease as any other. 


Direct Causes 


Injury is a common cause of thrombophlebitis. 
It may follow contusions, lacerations, internal in- 
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Under this heading, post- 
operative and post-delivery cases may be grouped. 
The greater incidence comes from prolonged and 
difficult labors and operations on the pelvic organs 
where stagnation or laking of blood is more apt 
to occur. 


juries and fractures, 


Predisposing Causes 


Age influences the incidence of thrombophle- 
bitis, the disease being highest in the fifth and 
sixth decade of life. It may occur at any age 
from injury or disease, but its incidence is very 
low in youth. Secondary thrombophlebitis is 
higher in the older age group where heart disease 
and malignancy are most common. Recurrent at- 
tacks are frequent and, as such, are more likely 
to be abrupt than insidious. 

Varicosities, when large and tortuous, are pre- 
disposing to thrombophlebitis. They should be 
treated before other major surgery is contemplated, 
not only to prevent embolism but also to keep the 
work of the heart normal. The heart action is 
easier when blood is flowing through straight 
channels rather than through tortuous and sac- 
culated channels. 

Obesity’ seems to be a predominant factor in 
precipitating attacks, perhaps from lowered 
activity. 

Blood diseases cover a multitude of offenders 
such as myelogenous and lymphatic leukemia, 
polycythemia vera, masked anemia and pernicious 
anemia especially after treatment has started new 
normablast formation.* 

Vomiting and dysentery, causing dehydration, 
are predisposing to thrombophlebitis. 

Long bedfast patients, especially in the older 
group of patients, are predisposed to thrombo- 
phlebitis. 

Systemic diseases, other than those found in 
the blood, may increase the incidence of thrombo- 
phlebitis such as diabetes mellitus, gout or gouty 
without clinical gout. Congestive 
cardiac failure is a great causative factor. 

All infectious diseases may cause a septic type, 
where bacteria 
thrombophlebitis. 


tendencies 


play a demonstrable rdéle in 


Diagnosis 


When thrombophlebitis is superficial, it can be 
in the linear course of the vein. When 
palpated, the vein will be tender, indurated and 
the patient may have an elevated temperature. 


seen 
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The long saphenous and short saphenous veins, the 
basilic, median basilic and median cephalic veins 
are those most commonly the site of superficial 
thrombophlebitis. . 

A biopsy may be done, if in doubt, when 
nodular formations such as erythema nodosum, 
erythema induratum, tuberculids and syphilids are 
present. Panniculitis and fibromyocitis may also 
require a biopsy to make a diagnosis. 





















































In general, the deeper veins such as the ilio 
femoral, when involved, will show a mild to 
moderately elevated and spiked temperature. 
Tenderness on deep palpation is present and 
movement of the limb on the same side will cause 
discomfort. The limb will usually be enlarged 
and at times will be slightly cyanotic with a 
normal skin temperature. The connecting super- 
ficial veins may be distended. Arterial pulsations 
will be near normal, although arterial spasm may 
affect the flow markedly in the anterior and pos- 
terior tibial arteries from an iliofemoral thormbo- 
phlebitis. This deep vein involvement is the most 
dangerous type, which requires an early diagnosis 
with early and adequate treatment. A _ blood- 
pressure cuff placed on the suspected area (the 
most likely area is the calf area of the leg) when 
pumped to a pressure of 150 to 180 mm. of mer- 
cury, will cause pain if thrombophletitis is pres- 
ent.° This test is as easy to do as Homan’s test. 
Each is efficient diagnostically and should always 
be done in complete examinations and in all pa- 
tients complaining of leg pains. Pulmonary em- 
bolism is a common sequel of thrombophlebitis in 
the deep venous system. This type of thrombosis 
leaves little time for the inflammatory change in 
the vessel wall to allow a firm attachment. It 
waves freely from a loose attachment to break 
loose from where it is sucked into the pulmonary 
vein. 































































































































































































Treatment—Prophylactic 














showing incompetent valves, as tested by the Tren- 
delenburg test, multiple turniquet test® or a mod- 
ification thereof, should be ligated or stripped be- 
fore elective major surgery. This procedure is to 
prevent stagnation, thrombophlebitis and subse- 
quent embolism in a bed patient. 









































Treatment—Early 








The Physician should prevent dehydration, and 
especially be on the alert during or after sieges of 
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Varicosities of the short or long saphenous veins 





vomiting, diarrhea or intestinal suction cases, by 
administering adequate electrolyte requirements. 
All anemias, infectious diseases, high blood sugars 
and gouty tendencies should be cleaned up or 
normalized by adequate treatment before any op- 
eration is done. Time will usually allow adequate 
treatment before surgery. 

Patients should be kept as active as possible, 
even though they are chair or bed patients. They 
can do exercises or be moved about frequently. 


Treatment—Active 


Acute thrombophlebitic patients should be in 
bed. They recover more rapidly when the legs are 
elevated and kept warm by moist warm packs. 
Snug leg bandages are also more comfortable in 
the early stage of the disease. Patients should 
move or be moved into different positions fre- 
quently and be encouraged to take graded exer- 
cises. Inactivity increases the danger of embol- 
ism. 

Anticoagulants should be used as early and rap- 
idly as possible in deep thrombophlebitis. 

Heparin is ideal for rapid action. It may be 
given alone or in conjunction with other anti- 
coagulants for the first day or days until other 
anticoagulant drugs are at the proper therapeu- 
tic level. Other drugs are given because they are 
effective when given by mouth and they are much 
less expensive. Heparin is more prompt in its 
action when given intravenously. For an aver- 
age size patient, a convenient reliable routine 
of 50 mg. of heparin may be given intravenously. 
This is followed in one hour by 50 to 75 mg. 
given deep subcutaneously; then 30 mg. may be 
given deep subcutaneously twice daily. The clot- 
ting time should be determined one half hour 
after heparin is given. The dosage following is 
then governed by the clotting time, which should 
be maintained from twenty to forty minutes. 

Hedulin tablets are a relatively new anticoagu- 
lant with rapid action and release from action 
upon their withdrawal. They are less expensive 
and are controllable in proper dosage regulated by 
prothrombin daily determinations. The usual ini- 
tial dose is 200 to 300 mg. divided into two daily 
doses. A dosage of 50 to 100 mg. constitutes the 
average daily dose for maintenance, divided into 
two twelve-hour doses for best results. Hedulin 
may be combined with heparin the first day or 
until a therapeutic level is reached. 

Tromexin tablets have been used successfully for 
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the past year or more because of their quick action 
and their quick release from the blood stream 


upon their withdrawal. A prothrombin test 
should be done before medication, if possible, and 
repeated daily to govern dosage. A dosage of 900 
to 1200 mg. may be given the average patient in 
three to four divided doses the first twenty-four 
hours. An average daily maintenance dose is 150 
to 350 mg. 

Dicumarol is still a popular anticoagulant with 
many physicians, because of its longer usage. 
Some physicians favor the long action of the drug 
as being desirable.2 This action is favorable, as 
long as its bleeding level can be controlled. When 
out of control, as evidenced by severe bleeding, a 
second chance for choice of drug may not be 
forthcoming. Withdrawal of the drug or coun- 
teracting drugs is less effectual in stopping hem- 
orrhage with dicumarol in comparison to other 
anticoagulant drugs. 

Most anticoagulant treatment patients respond 
well if treated adequately early in the course of 
the disease. Treatment must be continued long 
enough to prevent recurrence. The usual three 
to six weeks’ course of treatment will control the 
majority of cases. Some few patients, especially 
the late cases, will require anticoagulant drugs in 
therapeutic levels for many months to prevent 
recurrence. It should be continued as long as ten- 
derness or any of the other symptoms are present. 
It is necessary and relatively safe to treat these 
patients as outpatients. They can be controlled 
after a dosage pattern is established by fewer 
prothrombin tests. Weekly tests are usually suf- 
ficient and can be done in nearby urban medical 
centers. 

Bleeding, caused by anticoagulant drugs, can be 
controlled in the vast majority of cases by with- 
drawal of the anticoagulant drug. Whole-typed 
and cross-matched blood given intravenously usu- 
ally is an added effectual treatment. Intravenous 
vitamin K, 5 to 75 mg., may be given as needed 
to stop bleeding. Emulsion of Mephyton is a 
newer drug used by slow intravenous injections. 
A dosage of 1 to 15 mg. may be effectual to stop 
bleeding. A dosage of 50 mg. in saline, 1 mg. to 
each cc. of diluent, given slowly intravenously until 
bleeding stops, is quite proficient. 

Trypsin in oil given twice daily intramuscularly 
has been of some walue in selected cases. In the 
successiul cases, patients have responded with rel- 
atively few injections, varying from four to twelve. 
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Little is to be gained beyond this number, if 
improvement has not been obtained promptly. 
Some patients, relieved of pain, redness and indu- 
ration, have had recurrence within short periods. 
This drug may be given in conjunction with anti- 
coagulants. The regime does not allow one to 
judge which drug is proficient. 

Vasospasm may be treated by repeated sympa- 
thetic nerve blocks with 1 to 2 per cent procaine 
solution. This relieves pain and edema in selected 
cases. As a routine treatment, it has lost many 
of its past enthusiasts. 


Ligation of the affected vein proximal to the 
thrombophlebitic process is used with good suc- 
cess.1* In the long saphenous vein, it usually is 
possible to get above the involved area. This is 
done at the saphenofemoral junction.* Ligation 
of the superficial femoral below the profunda 
branch usually gives prompt and good results.® 
There is very little postoperative leg edema. When 
the common femoral is freed of clots by suction 
or forceps and ligated, edema of the legs will be 
present for several weeks and may be permanent 
to varied degrees. The inferior vena cava ligations 
leave a permanent bilateral leg edema dependent 
on the eventual collateral circulation established. 
This should improve up to one year after the li- 
gation. This type of ligation should be followed 
by anticoagulant treatment for several months. 


Pulmonary Embolism Treatment 


It is mandatory that the patient be put to bed, 
however small the embolus may be judged from 
the symptoms. The patient should be relieved 
of anxiety and arterial spasm by use of sedatives 
such as intravenous papaverine 30 mg. given slow- 
ly, four to six times daily.’ Oxygen should be used 
if any shortness of breath or cyanosis is present. 
Sodium heparin should be given 50 to 100 mg. 
intravenously. Then subcutaneous doses may be 
given deep subcutaneously to keep the clotting 
time up to twenty to forty minutes. This is given 
to prevent the original thrombophlebitic process 
from spreading, as well as to diminish the prop- 
agation of the pulmonary thrombus. Other anti- 
coagulants may replace the heparin, if desired. 
Antibiotics should always be given to combat in- 
fections in the pleural exudate and in the infarct. 
Pleural exudates should be removed, if at all large 
enough to embarrass breathing. 


(Continued on Page 1262) 
































































































































































































































General Practice Sections 
in Hospitals 


By Russell F. Fenton, M.D. 
Detroit Michigan 


~ONSIDERABLE discussion concerning the 
rightful place of the general practitioner or 
family physician in the modern hospital organiza- 
tion has been stimulated by the several reactions 
to efforts made by the Joint Commission on Hos- 
pital Accreditation to carry out their assignments. 
Several resolutions were introduced regarding the 
Commission at the last meeting of the House of 
Delegates of the American Medical Association at 
Atlantic City in June, 1955. This indicates the 
wide extent of misunderstanding and some dissat- 
isfaction with the results of its administration so 
far. 

The question has been posed as to whether o1 
not the American Medical Association, the parent 
body of all medical organizations, should have con- 
trol over the educational activities for interns, 
resident allocation and the practice of medicine 
in hospitals. If such were the case, the function 
of the Commission would be concerned primarily 
with the physical set-up of the hospital. 

Whether resulting from directives or suggestions 
of a misguided field man or due to innocent or 
willful misinterpretations of such, there have been 
several discontinuances of general practice sections 
in hospitals that have been surveyed. 

Although a larger number of new ones have 
been established than have been discontinued, 
order should be established out of chaos, suspicion 
and uncertainty abolished, and harmony restored 
in order that the public, who really are the ones 
concerned, will be enabled to receive what they 
should have in medical care both in the art and 
the science of the practice of medicine. 


Every general hospital large enough to have a 
well-organized staff should include a department 
of general practice, along with those of surgery, 
medicine and non-clinical specialties. Each of the 
three last named have their several different divi- 
sions, but inasmuch as the general practice section 
is not a clinical entity, its members will have priv- 
ileges in the clinical branches. Also, the chair- 
man must be a member of the executive committee 
of the hospital. . 

A general practitioner is defined as a legally 
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qualified doctor of medicine who does not limit 
his practice to a particular field of medicine or 
surgery. He may, however, elect to devote partic- 
ular attention to one or more special fields. He 
should then be accorded basic clinical privileges jn 
general medicine, pediatrics, obstetrics (including 
low forceps, episiotomy, cervical and perineal re- 
pair) and surgery (care of wounds and reduction 
of simple fractures). Specific privileges in a clin- 
ical service, in which he feels especially fitted by 
training or experience, may be applied for by him. 
His application should be passed upon by a com- 
mittee of his own department before being pre- 
sented to the Credentials Committee. If granted 
such privileges in the department applied for and 
thus becoming an active member of that service, 
he must attend 75 per cent of its monthly meetings 
as well as those of his own department and the 
quarterly general staff meetings. 


Some hospitals have assigned all of their general 
practitioners to a department of general medicine. 
This is neither good for the hospital nor the physi- 
cian. To do his best work and thus serve his 
community as it is entitled to be served, the gen- 
eral practitioner must be allowed the incentive of 
being permitted to serve his patients in a hospital 
according to his best abilities. Encouraging his 
postgraduate education and developing his ca- 
pabilities are included in the functions and duties 
of a general practice department. Only in this 
way can the hospital gain the full benefit of his 
services. 

The staff of the smaller hospitals is composed of 
a large percentage of general practitioners and 
usually functions better by not setting up a sepa- 
rate department of general practice. Instead, each 
one should take an active part individually and 
as a group to improve standards of medical care 
in all departments. 

The basic function of a hospital is to provide a 
place for physicians to care for the sick and in- 
jured. In certain locations, an outpatient depart- 
ment is almost a necessity and should properly be 
manned by general practitioners. Every licensed 
ethical physician should have access to a hospital 
in order that he may properly fulfill his responsi- 
bility to his patients. The extent of privileges ac- 
corded to him, however, must be determined by 
the staff itself in each individual case. 

It is recognized generally that the rate of re- 
covery and even recovery itself depend, to a great 
extent, on the patient’s confidence in his doctor. 
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The ability of his personal physician to fulfill this 
trust depends, in turn, upon his integration in the 
organization of the staff, with consultations and 
referrals when indicated and the direction of treat- 
ment when on his own resources. 


Many hospitals have set up general practice res- 
idencies. A really efficient one can fulfill re- 
quirements within a two-year period, if properly 
arranged. A well-organized and functioning gen- 
eral practice section is a necessity, if such a resi- 
dency is to be established or, if established, is to 
be worth the time spent in it. 


The foundation of the practice of medicine is 
the general practitioner. Encouragement for a 
larger number of medical students to go into gen- 
eral practice must be more in evidence and must 
be carried on into the hospitals themselves, if we 
are going to be justified in insisting that we be 
permitted to carry on under the American way of 
life. 

In order to clarify the situation regarding some 
misunderstandings, we wrote to the Director of 
the Joint Commission on Accreditation of Hospi- 
tals. His reply was stated clearly and to the point: 


“The Joint Commission on Accreditation of Hospitals 
recognizes the value of the general practitioner to a 
hospital and always has encouraged, where applicable, 
the formation of a general practice section in a hospital. 

“The Joint Commission has taken a positive stand to 
the effect that a general practice section cannot be a 
clinical department or entity in any hospital structure. 
This I believe is expressed very clearly in the August, 
1953, Bulletin of the Commission. 


“A general practice section in any hospital, if func- 
tioning properly, would be considered by our surveyors 
an attribute to the hospital more than anything else and 
no demerits are ever given for a section of general prac- 
tice unless it is functioning improperly.” 


The statement referred to in his second para- 
graph follows: 


“The standard on a department of general practice 
in well departmentalized hospitals was clarified. The 
responsibilities of this department shall be limited to 
administration and education since the department will 
not be a separate clinical service to which patients are 
admitted for care. Its members shall have privileges 
in the clinical service of the other departments as rec- 
ommended by the credentials committee and approved 
by the governing body. They shall be subject to the 
tules of the service and, like all other members, shall be 
under the jurisdiction of the chief of the service.” 


Octoper, 1955 
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Required attendance at staff meetings varies 
with the local staff organization: 


“Such staff meetings are held for the purpose of a 
thorough review of the medical care of patients in or 
recently discharged from the hospital and frequent meet- 
ings of the clinical department staffs are regarded as 
essential in well organized departmentalized hospitals.” 


After the discussions, the following was stated 
as proper: 


“In a well departmentalized hospital electing to hold 
at least monthly clinical departmental meetings and 
quarterly general medical staff meetings in accord with 
contingent No. 2, a doctor who holds an ‘active staff 
appointment in a Department of General Practice should 
attend at least nine (75 per cent of twelve) department- 
al meetings per year held by the clinical service in which 
he has privileges in addition to 75 per cent attendance 
at the quarterly meeting of the enitre active medical 
staff. One of the following patterns for attendance at 
clinical departmental meetings should be followed by 
‘an active staff member’ of a Department of General 
Practice: 


“1. If he has privileges as an active staff member in 
a clinical department, he should attend 75 per cent of 
the monthly meetings of that department just as all 
other active staff members of that clinical department. 
It is understood that no physician will have active staff 
appointment in more than one clinical department. 


“Or 


“2. If he has privileges other than as an active staff 
member in clinical departments, he should attend at least 
nine departmental meetings per year among the clinical 
services in which he has such privileges. The clinical 
departmental meetings attended shall be of his own 
choice, with the exception that he might be requested to 
attend a particular departmental clinical meeting.” 


Briefly stated, a general practice section should 
also meet once a month and a 75 per cent record 
of attendance should be in vogue. The agenda 
can be varied to meet local needs. The chairman 
of the section should be on the executive commit- 
tee of the staff and should be able to assist his fel- 
low members in applying for and obtaining privi- 
leges in the clinical departments in which he is 
interested and qualified. . 

It is recognized that individual hospital staffs 
have their problems, and some changes in recom- 
mendations may be made in the future. 

At present, we can say quite emphatically that 
a well-integrated general practice section is an 


asset to any general hospital and should be so rec- 
ognized. 
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The Philosophy in Office 
Procedure 


By John R. Fowler, M.D. 


Barre, Massachusetts 


_ HE DEFINITION of philosophy is: “The 
knowledge of the questions of all phenomena, 
both of mind and matter; reasoned science; prac- 
tical wisdom; a particular system; calmness of 
temper.” 
The definition of procedure is: 
proceeding; conduct; process.” 


“Manner of 


The definition which concerns us here is “rea- 
soned science.” Therefore, in applying this phi- 
losophy to office procedure, it is imperative to have 
detailed knowledge of not only the procedure it- 
self, but the reasons for the procedure, based on 
experience and scientific data; the immediate ef- 
fect of the procedure on the patient; and the end 
results also based on scientific data and reasoning. 

This means that, in order to apply any proced- 
ure, one should be aware of the full history of the 
condition for which the procedure is given. There 
must be a full awareness of the immediate effects, 
and the knowledge of expected results so that the 
prognosis can be rendered with reasonable cer- 
tainty. 

A typical example of this philosophy is the use 
of penicillin prior to or immediately following ex- 
traction of an infected tooth. It is known that 
immediately following the extraction of a tooth, 
the blood stream is flooded with the released or- 
ganisms. It is known that, in the past, such a 
release of organisms has been followed by bacterial 
endocarditis. It is known that, with antibiotic 
treatment, endocarditis can be prevented or cured. 
Therefore, in the use of pencillin, the reason for 
giving it and the expected result are based on. 
“reasoned science.” 

Whether or not this procedure should be given 
routinely in all cases is a matter of individual 
judgment, always bearing in mind the fact that 
many antibiotics are given needlessly. Careful 
consideration should be given before antibiotics 
are used routinely and there should be good rea- 
son for such use. 


Presented at the Michigan Clinical Institute, Detroit, 
Michigan, March 11, 1955. 


Dr. Fowler is president of the American Academy of 
General Practice. 
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Another office procedure which meets the test 
of “reasoned science” is the use of the Papani- 


colaou test. This is a valuable test, much too 
sparingly followed in office procedure. There 
are now consecutive cases amounting to tens of 
thousands which give a very factual and compel- 
ling reason why this test should be done much 
more often than is now the custom. 

Thirteen years ago, I had my first indoctrina- 
tion in the Papanicolaou test. This procedure, 
along with the vaginal smear, was hailed as a 
great advance in the possibility of early recog- 
nition of cancer of the cervix, uterus, and vagina. 

The slowness of the recognition of this method 
and its application was due largely to the fact that 
few cytologists were trained to properly interpret 
the findings. However, sufficient data have been 
obtained, and in every large area cytologists have 
now been trained to properly interpret the tests, 
and to make definite statements as to their value. 


The test, itself, is simple. The technique pre- 
ferred by many is simple aspiration with the curved 
glass tube of material from the posterior cul-de- 
sac and the cervical canal. This material is 
smeared on clean slides, thin enough for examina- 
tion, one from the cul-de-sac and one from the 
cervical canal. These are immediately immersed 
in equal parts of ether and 95 per cent alcohol and 
sent to the cytologist for examination. If this is 
done with many cases routinely, the average re- 
sults to be expected would be 95 per cent negative, 
4 per cent doubtful, and 1 per cent positive. The 
cytologist has five classifications of these smears: 
the first two—negative; the third—doubtful; the 
fourth—probably positive; and the fifth—positive. 


Of the positive smears, 68 per cent may be ex- 
pected to be found in cases presenting no signs of 
symptoms of cancer. This is a significant find- 
ing. In the case of positive findings, further test- 
ing and possible biopsy are essential. 

The Shiller test, which was so long used for 
testing the cervix, whereby an iodine solution was 
painted on the cervix and any unstained area 
suspected, is, to my mind, a rather poor test, and 
need not be done. More effective and more re- 
liable is the simple wiping of the cervix with a 
pledget of cotton on an applicator; if there is 
bleeding at any point, that point should be sus- 
pected and a biopsy taken. The only instruments 
needed in any of these tests are a speculum, hook, 
sound, curette, aspirator, and forceps. 

(Continued on Page 1252) 
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Some Unusual Manifestations 
of Mitral Stenosis 


By Paul S. Barker, M.D. 
Ann Arbor Michigan 


HEUMATIC heart disease is common. Gelf- 

man? reported an incidence of rheumatic 
heart disease of 9.4 per cent in 4,400 autopsies on 
adults in one of the Boston hospitals. The incidence 
in Michigan is probably almost as high. Most 
adults with rheumatic heart disease have mitral 
stenosis. Mitral stenosis, therefore, is a common 
condition. 

The usual “picture” of rheumatic heart disease 
with mitral stenosis is described adequately in our 
medical textbooks. The medical students take 
great interest in becoming familiar with the rum- 
bling, apical, diastolic murmur which is the most 
helpful diagnostic sign of the lesion. The younger 
physicians take equally great interest in the sub- 
sidiary signs, the roentgen appearance and the 
pathological physiology, and in the course, prog- 
nosis and treatment, especially surgical. They soon 
become well informed regarding all of these as- 
pects of mitral stenosis. Because the lesion is so 
common they become thoroughly familiar with the 
usual “picture” of rheumatic heart disease with 
mitral stenosis. Yet, because of the exceptional and 
unusual manifestations of the disease, it never 
ceases to be of interest. 

The purpose of this paper is to present some of 
the exceptional or special problems which are 
sometimes encountered. 


Mitral Stenosis in Old Age 


Case 1—A patient was hospitalized several times 
during the last ten years of her life for congestive 
cardiac failure from which she usually recovered quite 
well. She had rheumatic fever in her youth when she 
was a student in medical school. Her heart was affected 
and she was advised to give up the study of medicine, 
which she did. She led an active life without significant 
cardiac difficulty until about the age of seventy when 
she began having episodes of congestive failure, usually 
after respiratory infections or overexertion. She had 
enlargement of the heart, auricular fibrillation, blowing 
systolic and rumbling diastolic murmurs at the apex, 
moderate elevation of blood pressure, rales at the lung 


ee 


Pi nted at the Annual Coller-Penberthy Medical 
onference, Traverse City, August 25, 1955. 


_ Fron the Department of Internal Medicine, Univer- 
sity of Michigan Medical School, and the University 
Hospit:.! 

Octonr: 1955 


bases, enlargement of the liver and edema of the legs. 
She responded well to treatment on several occasions, 
but died at her home near Ann Arbor shortly after 
her last hospitalization at the age of eighty-four. 


Case 2.—A patient has been followed since 1942 
when she was sixty-one years of age. She had her only 
attack of rheumatic fever at the age of thirty. Cardiac 
symptoms began ten years later, and at the age of fifty 
she developed auricular fibrillation. She took digitalis 
and continued to do most of her housework and had 
shortness of breath only upon strenuous exertion. She 
had slight enlargement of the heart, auricular fibrilla- 
tion, a mitral opening snap, a mitral diastolic murmur 
and a faint pulmonic diastolic murmur. She continued 
to do well and in 1948 at the age of sixty-seven was 
riding her bicycle for an hour each day without symp- 
toms. In the last three years her heart has become 
larger and with increasing difficulty with cardiac failure 
she has become a partial invalid at the age of seventy- 
three. 


Rheumatic heart disease with mitral stenosis is 
a disease of early adult life, uncommon beyond 
middle age and rare in old age. White* and Fried- 
berg’ in their excellent books mention briefly its 
occurence in old age. Such cases illustrate the fact 
that the lesion may be well tolerated for many 
years and even into old age, not apparently shorten- 
ing life. It is obviously an error to recommend 
mitral operations for all who have apical diastolic 
murmurs without regard for lack of disability or 
absence of progression of the disease. And when 
cardiac failure finally occurs it may result as much 
from coronary atherosclerosis as from the mitral 
stenosis. 


Thromboembolic Complications 


Case 3.—A middle-aged woman had mitral stenosis 
and a toxic adenomatous goiter. Subtotal thyroidectomy 
was performed, but her moderately severe congestive 
cardiac failure did not improve. She had episodes of 
extreme weakness and of syncope and died in one of 
these episodes. Autopsy showed pronounced mitral 
stenosis and a large, free or ball valve thrombus in the 
left atrium. This rare complication may be suspected 
clinically when a patient with mitral stenosis has loss of 
consciousness and absence of the pulse while the heart 
beat continues as shown by the physical findings or 
electrocardiogram. It is not likely to be recognized 
during life. 


Case 4.—A woman of thirty-one was seen in 1943, 
having had shortness of breath upon moderate exertion 
for several years. She had rheumatic fever at age ten. 
X-ray films of the chest, obtained irregularly because of 
exposure to tuberculosis, showed normal appearance of 
the heart in 1940 and moderate enlargement in 1943, 
with the configuration characteristic of mitral stenosis 
and prominent pulmonary vascular shadows. She had 
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the characteristic physical signs of mitral stenosis and 
insufficiency and rales at the lung bases. Digitalis was 
given. Although the heart rate was always quite rapid, 
she had little difficulty until 1948 when auricular fibrilla- 
tion appeared and the heart enlarged further and there 
were several emboli to the lungs with infarction. In 
May, 1949, she had another pulmonary infarct and 
long-term dicumarol therapy was started. It was con- 
tinued with satisfactory prothrombin levels. In April, 
1951, she had a cerebral embolus with right hemiplegia, 
the prothrombin concentration was 30 per cent. Three 
days later she had a subarachnoid hemorrhage and di- 
cumarol was stopped. In December, 1951, operation 
was performed and calcification of the mitral valve with 
marked stenosis and moderate regurgitation was en- 
countered. The attempt to enlarge the mitral orifice 
was unsuccessful and the patient died at the conclusion 
of the operation. Autopsy showed chronic rheumatic 
pancarditis with mitral stenosis and insufficiency, hy- 
pertrophy of the left ventricle, an organized mural 
thrombus in the left atrium, an old infarct in the left 
cerebral hemisphere, a recent infarct in the spleen and 
an early carcinoma in an adenoma of the thyroid. 


This case is instructive in several respects. The 
heart rate was kept slower after the onset of auricu- 
lar fibrillation than when the rhythm was normal. 
Abscessed teeth were removed without incident 
on several occasions, the patient being protected 
by sulfadiazine and by penicillin from bacterial 
endocarditis. After the onset of auricular fibrilla- 
tion there were emboli to the lungs and anticoagu- 
lant therapy with satisfactory prothrombin levels 
did not prevent further embolism to the brain. 
Emboli, auricular fibrillation and calcification of 
the valve are not contraindications to operation for 
mitral stenosis, but they often add considerably to 
the difficulties and to the risks of operation. Cal- 
cification and mitral insufficiency are especially 
unfavorable. Embolism is a serious complication of 


mitral stenosis. 


Absence of Murmurs 


Case 5. 
October 28, 1954. He had acute rheumatic fever in 
1927. He developed exertional dyspnea, orthopnea and 
palpitation in 1949 and was told that he had auricular 
fibrillation and was given digitalis. He had sudden im- 
pairment of vision of the right eye in 1952, and a few 
weeks later sudden left hemiplegia, and probably pul- 
monary infarction, too. Residual hemiparesis persisted 
and the exertional dyspnea became more pronounced. 
Examination showed enlargement of the heart and 
auricular fibrillation, but no murmurs. The blood pres- 
sure was 130/90, the lungs were clear, the liver was 
not enlarged and there was no edema. There was left 
hemiparesis. X-ray films showed left atrial and right 
ventricular cardiac enlargement characteristic of mitral 
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A fifty-four-year-old man was admitted on. 


stenosis and angiocardiography confirmed the presence 
of this lesion. 

On November 30, 1954, mitral commissurotomy was 
performed and a pronounced stenosis was enlarged 
satisfactorily. A thrombus was felt in the left atrium, 
A few minutes after completion of the operation the 
left leg became cold and blue. Left common iliac 
arterial embolectomy was performed promptly. Anti- 
coagulant therapy was started on December 2, and the 
patient left the hospital a few days later. 


The patient returned on January 24, 1955, because 
of necrotic areas on the left leg. The heart was some- 
what smaller, auricular fibrillation was present and there 
was a systolic murmur at the apex. There were necrotic 
areas on the left leg, which was pulseless and edematous. 
Anticoagulants were stopped on January 22 and on 
February 2 surgical debridement was performed. On 
February 5 right femoral embolism occurred and right 
femoral embolectomy was followed by improvement. On 
February 8 pulmonary embolism occurred. Anticoagulant 
therapy was resumed on February 9. Right hemiplegia 
occurred on February 14. The patient died on February 
16. 

Autopsy showed chronic rheumatic heart disease with 
severe calcific mitral stenosis remaining after commis- 
surotomy; a mural thrombus in the left atrium at the 
closure of the auricular appendectomy; multiple arterial 
emboli to brain, spleen, kidneys, lower extremities and 
small intestine; old right and recent left cerebral infarcts; 
multiple pulmonary arterial emboli; recent pulmonary 
infarcts; cardiac enlargement and myocardial fibrosis; 
and other subsidiary findings. 


This case is remarkable for the absence of clin- 
ical findings by which mitral stenosis could be 
recognized. Credit for demonstrating the lesion 
must go to the roentgenologists. The seriousness of 
embolism is apparent. 


Case 6.—A twenty-eight-year-old housewife was seen 
on June 1, 1955, complaining of shortness of breath 
upon moderate exertion for the past year. There was no 
history of rheumatic fever, although she had frequent 
tonsillitis in childhood. In February, 1955, she had 
pneumonia or pulmonary infarction with pleuritis, ef- 
fusion and blood-streaked sputum. In March, 1955, she 
had auricular fibrillation, quinidine was given and nor- 
mal rhythm returned. Examination showed slight en- 
largement of the heart, accentuated mitral first sound 
and pulmonic second sound and faint systolic murmurs 
at the apex and pulmonic area, but no diastolic murmur. 
The blood pressure was 130/80. There was dullness 
at the base of the right lung. There was no evidence 
of cardiac failure. X-ray films, fluoroscopy and angio- 
cardiography showed changes characteristic of mitral 
stenosis and possibly slight mitral regurgitation. 


This is doubtless an example of mitral stenosis 
without a diastolic murmur, although anatomical 
confirmation is lacking. We have seen other pa- 
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tients with mitral stenosis whose apical diastolic 
murmurs were usually clearly audible but on occa- 
sions could not be heard on the most careful ex- 
amination. One of these was the second patient 
described in this report. It is well known that mur- 
murs may become inaudible in the presence of 
polycythemia or pericardial effusion, but these ex- 
planations do not apply here. Zinsser and Wood* 
mention the absence of the diastolic murmur in 
patients with mitral stenosis. 


Misleading Murmurs 


Case 7.—An eighteen-year-old boy was first seen in 
1945 because of exertional dyspnea. There was no 
history of rheumatic fever. He enjoyed good health 
until the age of thirteen when he had pneumonia and 
was told by a cardiologist of recognized competence that 
he had rheumatic heart disease with mitral stenosis. 
His activities were restricted but fatigue and exertional 
dyspnea increased in severity. Examination showed 
gross cardiac enlargement and accentuation of the pul- 
monic second sound, but no murmur, gallop or friction. 
The pulse was paradoxical, the neck veins were dis- 
tended, the liver was enlarged and there was slight edema 
of the ankles, but the lungs were clear. The electro- 
cardiogram showed broad, notched P-waves and 
low amplitude of the ventricular deflections. Nine 
x-ray films made from 1941 to 1945 showed much 
variation in the size and shape of the cardiac shadow. 

Auricular fibrillation appeared in 1947, dyspnea and 
edema increased and ascites developed. The patient 
was in the terminal stage of constrictive pericarditis. 
Pericardiectomy was performed but the patient died six- 
teen hours later. Autopsy showed chronic constrictive 
pericarditis; chronic, active, fibrous pericarditis, pleuritis 
and peritonitis; partial pericardiectomy; and a normal 
mitral valve—there was no stenosis and no evidence of 
rheumatic heart disease. 


This patient had chronic pericardial disease with 
recurring effusion leading ultimately to constrictive 
pericarditis. It is likely that an apical, diastolic, 
third sound, commonly present in pericardial dis- 
ease, so closely resembled the murmur of mitral 
stenosis as to be mistaken for it. 


Case 8.—A thirty-year-old housewife and mother of 
four children was seen on June 4, 1953, complaining of 
shortness of breath. There was a vague history of 
diminished exercise tolerance in childhood. In 1948 she 
had acute rheumatic fever and was first told that she 
had heart disease. Following that she had exertional 
dyspnea and orthopnea and more recently edema and 
Paroxysmal nocturnal dyspnea. There were several brief 
episodes of faintness and cyanosis. Examination showed 
borderline cardiac enlargement, normal rhythm, ac- 
‘entuated mitral first sound and pulmonic second sound, 
an apical diastolic murmur with presystolic accentua- 
Hon, a mitral opening snap and no systolic murmur. 


Octopex. 1955 
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The blood pressure was 124/80, the lungs were clear, 
the liver was slightly enlarged and there was no edema. 
The electrocardiogram was not definitely abnormal. 
X-ray films and fluoroscopy showed borderline promi- 
nence of the left auricular appendage and pulmonary 
artery. 

It was thought that the findings were characteristic 
of mitral stenosis with progressive cardiac disability, and 
that mitral commissurotomy was indicated. ‘At opera- 
tion on August 10, 1953, no mitral lesion was found. 
It was thought that she might have an atrial septal 
defect, but this could not be recognized with certainty. 
Examination on September 10, 1953, showed no change 
in physical signs. 


It is well known that atrial septal defect may 
give rise to murmurs which resemble those of val- 
vular disease. This case is probably an instance of 
this. In other instances the clinical diagnosis of 
rheumatic heart disease with mitral stenosis and 
aortic regurgitation has been made and the autopsy 
has shown atrial septal defect and normal heart 
valves. Angiocardiography should lead to the cor- 
rect diagnosis in these cases, but, of course, it is 
not always possible. 


Case 9.—A twenty-year-old woman was admitted to 
the hospital for the thirteenth time in 1951. She had 
rheumatic fever at the ages of seven and eleven years, 
and had been followed since 1945. She had progressive 
cardiac disability in spite of close adherence to a full 
program of medical and dietary treatment. Examina- 
tion showed obvious dyspnea, cyanosis, distended neck 
veins, congestion of the lungs and liver and edema of 
the legs. The heart was greatly enlarged and auricular 
fibrillation was present; the pulmonary second sound 
was accentuated, but not the mitral first sound; a 
systolic murmur and thrill were maximal at the apex 
and there was a rumbling apical diastolic murmur. The 
electrocardiogram showed auricular fibrillation and right 
axis deviation. X-ray showed pronounced cardiac en- 
largement with a greatly enlarged left atrium. It was 
thought that mitral valvulotomy offered the only chance 
for improvement although this was not a favorable case. 
The patient did not survive the operation. 

Autopsy showed active, chronic, rheumatic pancar- 
ditis with Aschoff nodules; chronic, productive endo- 
carditis of the mitral, tricuspid and aortic valves; marked 
hypertrophy and dilatation of the heart; insufficiency 
of the mitral, tricuspid and pulmonic valves; acute ex- 
acerbation of chronic passive congestion of all organs. 


The pathologist would not make a diagnosis of 
mitral stenosis because the orifice was normal in 
size. It was not enlarged in proportion to the great 
enlargement of the heart chambers, and this rela- 
tive narrowing doubtless accounted for the loud 
and typical mitral diastolic murmer. Patients such 

(Continued on Page 1213) 
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Alkaline Treatment of Acute 
Allergic Shock 


By Harry G. Clark, M.D. 
Detroit, Michigan 


M ORE and more frequently reports are ap- 

pearing in the literature of death follow- 
ing the administration of penicillin. For every 
death reported there must be many deaths un- 
reported. Most physicians do not write for the 
journals, and it takes more than the usual amount 
of fortitude to broadcast such a major disaster. 
Inquiring among physician friends, we found 
that most had had cases of allergic reaction to 
penicillin and many had observed severe reactions. 
In the last four years we have had enough ex- 
perience in combating allergic reactions with al- 
kalis as to feel assured that the alkali treatment 
described here will add greatly to our armamen- 
tarium in such disasters. 

In conformity with the acid-anoxi-endocrine 
theory of allergy, we have been giving sodium 
bicarbonate and potassium bicarbonate, in various 
proportions and amounts, to patients with acute 
and chronic allergic manifestations. Five grams 
(one teaspoonful) of the combined alkalis dis- 
solved in water are given every hour or two for 
one, two or three doses with consistently good 
results, particularly in the acute cases of allergy. 
Chronic allergic diseases such as asthma with 
emphysema involve more than one pathological 
change, and are not so much benefited by the 
alkalis as is the acute case. In anaphylactic 
shock due to penicillin the recovery is rapid and 
complete: so much is this so, that we have dis- 
carded any other medication such as adrenalin, 
aminophyllin, and the antihistaminic drugs. 


For the last eight months we have been in- 


jecting intravenously sodium bicarbonate into the 
more severe cases of penicillin and other allergic 
attacks. 
containing 3.75 grams of sodium bicarbonate in 
50 cc. of water (Abbott Laboratories). Also we 
have used 1/6 molar sodium lactate (Baxter 
Time is very important in peni- 


The solution used is in an ampoule 


Laboratories). 
cillin allergic shock. Some patients die in a few 
minutes. The patient’s physiological response to 
the intravenous use of the alkali is very rapid, 
occurring in from seventeen seconds to a minute 
or two. With it given orally, improvement takes 
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from twenty minutes to an hour. When sodium 
bicarbonate is given intravenously, the beginning 
of relief is initiated by a general feeling of 
warmth, particularly of the forearms, hands and 
face. The face becomes pinker. The changes are 
obtained frequently when only 8 to 10 cc. of the 
solution has been injected which amounts to one- 
half gram of the sodium bicarbonate. Even 
though relief of the itching occurs with the first 
ampoule, it may be necessary to inject two, three, 
or four before the hives completely disappear. 
Following this higher dosage, an excessive thirst 
may signal the need to terminate the treatment. 

A round trip of the circulating blood takes 
forty-five seconds or more. It seems that the onset 
of improvement is predicated by the complete 
circulation of the alkali rather than by the amount 
of the alkali. A slow injection is indicated. The 
most rapid improvement that we have noted was 
in a case of migraine type headache following 
the eating of hot dogs the night before, of eight- 
een hours duration. In seventeen seconds the 
patient announced that the headache was gone. 
This rapid improvement co-relates with the great- 
er speed and volume of the cephalic circulation 
to the slower speed of the peripheral circulation. 

We are accustomed to giving our patients more 
of the powder, which they take every two hours 
by mouth if necessary. This produces slower and 
more sustained control of the allergic reaction 
than does the intravenous route. 

Sodium bicarbonate raises the blood pressure, 
is poorly excreted, and in large doses will cause 
edema. This edema is particularly noticeable in 
the eyelids and hands. A finger ring becomes 
tight. Potassium bicarbonate tends to lower the 
blood pressure; is rapidly excreted, and _ tends 
to reduce the edema caused by the sodium bicar- 
bonate. By clinical experimentation we have 
found that the optimum mixture of sodium bi- 
carbonate to potassium bicarbonate, is the pro- 
portions of four to one. This satisfactorily stab- 
ilized the blood pressure and did not cause edema. 
In acute anaphylactic penicillin shock, one wants 
to raise the blood pressure, so no potassium is 
used in the intravenous solution. 

In a self experiment, 50 grams of sodium bi- 
carbonate were taken in an hour. The blood 
pressure rose from 136/84 to 240/118. Overnight 
it remained nearly the same. In the morning 20 
grams of potassium bicarbonate were taken rapid- 
ly. The blood pressure dropped from 210/116 
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to 112/76 in one hour and fifteen minutes. The 
acute alkalosis with muscle tetany and carpo- 
pedal spasm which was present was relieved 
promptly with 12 grams of calcium chloride. 

The following case reports are typical of many 
of our results in allergic shock, treated with 
alkali. 


Case 1—Mrs. S., a nurse, aged thirty-eight. Four 
hundred thousand units of procaine penicillin were 
given in the treatment of impetigo. In thirty minutes 
she had a severe pain through the lower right chest 
and a generalized cutaneous burning sensation of the 
skin with giant urticarial bullae. One teaspoon of the 
4-1 mixture was given to her. There was a disappear- 
ance of all symptoms in thirty-five minutes. 
able to carry on her work that evening. 


She was 


Case 2.—Mr. C., fifty-eight years old. Four hundred 
thousand units of procaine penicillin were given for a 
follicular tonsillitis. He returned to the office in distress 
with generalized urticaria. Intravenous sodium bicar- 
bonate was given as described above. Relief of itching 
occurred in fifty-five seconds after 10 cc. of solution 
had been injected. The skin wheals were gone in three 
minutes. He was given sodium-potassium powder which 
he took at home. 


We have had eight similar cases of allergy 
following penicillin administration with almost 
identical rapid recovery. In one such patient a 
second 50 cc. of the solution was given before 
the patient felt well. No patient was hospitalized. 
We have used the alkalis in over a thousand 
cases of chronic food and dust allergies. 

Histologically the skin, on being stung by a bee 
reacts similarly to that of allergic attack with 
eosinophilia, and edema. Occasionally one reads 
of deaths from a single bee sting. The following 
case report is interesting. 


Case 3.—Mr. J., a white man, aged forty-two, had 
had previous bee stings. This time, in contrast to the 
other ones, he had a severe local reaction with gen- 
eralized symptomatology. A hard nodule the size of 
a large cherry was felt at the angle of the jaw. The 
whole face was swollen. The left eye closed. A head- 
ache, and generalized joint pains were complained of; 
coupled with weakness and shortness of breath. The 
man was acutely ill. The intravenous injection of 
sodium bicarbonate was started. He was asked, as 
usual, to tell us as soon as he noticed improvement in 


symptoms. In thirty seconds the headache was gone, 
and soon after the general joint pains. In seventy 
seconds the jaw was no longer sore, and was not tender 
Pressure or squeezing. In the next few minutes the 


acial swelling was noticeably reduced. 


He was sent 
home apparently much improved. 


Octoper, 1955 


ACUTE ALLERGIC SHOCK—CLARK 





Case 4.—Mrs. C. H., suffered a violent reaction when 
she was given coffee in the office during specific food 
tests. She slid to the floor, complained of an epigastric 
pain, violent headache and became semi-conscious. Her 
face was blue white. Generalized muscular rigidity and 
clonic spasms of the muscles of arms, legs and abdomen 


developed. Intravenous sodium bicarbonate was given 


with the usual result. There was better mental response 
in fifty seconds, no epigastric pain in seventy seconds, 
and disappearance of the convulsive contractions in 
ninety seconds. She was given powder by mouth. We 
feel that this epileptiform attack represented an allergy, 


with the central nervous symptom as the major shock 
organ. 


These four cases are typical of many others. 
No other therapy except the alkalis was given 
nor needed to be given. The dramatic speed of 
recovery might suggest that we are correcting 
some basic physiological mechanism involved in 
an allergic reaction. It might be that subjecting 
the tissue to such a powerful alkalis such as 
sodium bicarbonate, one is counteracting the in- 
tracellular acidosis of allergy as promulgated by 
the acid-anoxi-endocrine theory of allergy, or 
perhaps the effects are produced by nervous 
mechanisms. Since our work is on a clinical level 
such questions must be left to the biochemist and 
physiologist. 

We have used the sodium lactate intravenously 
in five cases of surgical shock and hemorrhagic 
shock. When more prolonged and less prompt 
action is desired, such as during a major opera- 
tion, lactate solution is preferable to the sodium 
bicarbonate. Like the bicarbonate there is a 
prompt rise in blood pressure. Other symptoms 
of shock disappear such as pallor, cyanosis and 
coldness of the hands. 

Sodium bicarbonate should be used with caution 
when cardiorenal, hypertensive, and arteriosclerot- 
ic diseases are present. It is poorly excreted and 
has pressor effects. Also it should not be used 
in severe edema, since it increases the edema. 
In these later cases, the proportion of potassium 
should be changed. In an emergency these cau- 
tions should be ignored since they pertain to a 
lesser evil, which may be corrected when the 
emergency is passed. We have had no distressing 
incidences attributable to our alkaline treatment. 
In some, a laxative effect is produced. 

This report is given in the hope that other 
practicing physicians will be relieved of the acute 
anxiety caused by anaphylactic shock which the 

(Continued on Page 1222) 
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Cancer of the Breast 


By Isadore Lampe, M.D. 
Ann Arbor, Michigan 


LTHOUGH a half century has passed since 

the radical mastectomy was devised and ap- 
plied, and although about three decades have 
elapsed since high voltage x-ray radiation became 
available for the attack on carcinoma of the 
breast, many problems still face us in prosecuting, 
to a successful result, the treatment of mammary 
malignancy. 

The past decade has witnessed innovations in 
the treatment of this disease, notably hormonal 
methods, either direct, using certain drugs, or in- 
direct by surgical elimination of ovaries, adrenals 
and the pituitary gland; these, however, are pal- 
liative and not curative procedures. Some 
workers have looked closely at the radical opera- 
tion of Halstead and believe they have found 
evidence that its contribution to the control of 
this disease is considerably less than is popularly 
believed.1t Other workers have attempted to en- 
large the procedure by including resection of the 
chest wall'* or removal of supraclavicular and 
mediastinal lymph nodes.*® Still others, notably 
Haagensen,* have refined and limited the indica- 
tions for the operation, believing that operation 
on those beyond these indications only shortens 
survival. 


On the side of radiation therapy we find con- 
troversy between those who claim no benefit for 
routine postoperative irradiation and those who 
stoutly proclaim its merits and benefits. An enter- 
prising radiotherapist, Robert McWhirter of Edin- 
burgh, has rocked the surgical world by limiting 
the breast operation to a simply mastectomy and 


following it with unusually vigorous radiation . 


treatment. The advocacy of such a procedure 
has been severely criticized but the critics have 
been confounded by the fact of results which com- 
pare favorably with those of the classical pro- 
cedure. 


It is beyond my competence to resolve this con- 
fused and controversial situation. Of the many 
aspects available, I shall limit myself to a few. 

To begin with, I shall present briefly the results 


From the Alice Crocker Lloyd Radiation Therapy 
Center, University of Michigan, Ann Arbor, Michigan. 
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TABLE I 





Total number patients seen 
Number with previous treatment 
Number left for treatment elsewhere 
Number refused treatment 
Number untreated on admission 
Number alive 5 years without evidence of cancer 
Number alive 5 years with cancer 
5-year survival: 289—=40.2% 


742 
5-year ‘‘clinical cure’: 246=33.2% 


742 





TABLE II 














Years No. Five Five 
Cases year year 
**Clinical Survival 
Cure” = Rate 
Rate 





Adair (Memorial Hosp. )! 
Nohrman (Sweden)?° 
Windeyer (England) ** 
Smithers (England) 1% 
Haagensen (Presbyterian Hosp.)°.... 
University of Michigan? 








of treatment of this disease at the University of 
Michigan for the years 1936 to 1947 inclusive.’ 
During this period, 1,227 women with carcinoma 
of the breast were seen (Table I). These patients 
were in all stages of the disease; 431 had been 
treated previously elsewhere, most of them coming 
to us with recurrences and metastases. A small 
number (forty-five) left us for, treatment else- 
where and nine refused any treatment. 

Of the 742 previously untreated patients, 298 
were alive five years after treatment, survival rate, 
40.2 per cent; 246 were living without evidence 
of neoplastic disease, “clinical cure” rate, 33.2 per 
cent. Thus one in three of all cases coming to 
our institution without previous treatment were 
alive without evidence of disease five years after 
treatment. An additional group of fifty-two were 
living with disease making four in ten alive five 
years after treatment. 

It may come as a surprise but the fact is that 
not many figures are available on survival of all 
untreated cases regardless of stage of the disease 
coming to an institution. Most reports deal only 
with patients treated by radical mastectomy. Ta- 
ble II presents some survival rates based on all 
untreated cases as reported in England, Sweden 
and this country. We note a range of 32.5 to 
47.2 per cent. 

“Clinical cure” rates, that is, the proportion of 
patients alive without apparent disease at five 
years are even less commonly reported. As seen 
in Table II, our rate of 33.2 per cent represents 
a median figure. 

Most reports deal with the results obtained in 
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TABLE MII 
aaber of radical mastectomies, with and without 
ae Ce RRS a Ree RO See 441) 
(Operability: 440=59.3% ) 
742 : 
Number alive 5 years without evidence of cancer. .............0. 223 


Wamiber alive JD YEATES WEEE CAMCEE ...secccesccnscsccccsscscsecensosessesossasesecseess 


257=58.4% 


5-year survival: 


440 
5-year “‘clinical cure”: 223=50.7% 
440 








the cases subjected to radical mastectomy. Of our 
742 previously untreated patients, 440 were 
treated by radical mastectomy, an operability rate 
of 59.3 per cent. I may say it is my impression 
that our indications for this operation were some- 
what less stringent than the Haagensen criteria 
of operability. (The remaining 302 patients were 
variously treated by limited operations plus irrad- 
iation or irradiation alone; of course in some cases 
because of advanced disease only palliative irradi- 
ation or no treatment was given. 

As shown in Table III, 58.4 per cent were alive 
five years later, and 50.7 per cent was the “clin- 
ical cure” rate. 
Haagensen’s rates of 58.2 per cent and 48.7 per 
cent, respectively.® 


This compares favorably with 


When routine microscopic examination showed 
no metastases in the axillary nodes (we had 197 
such cases), the survival rate was high, 82.7 per 
cent (the “clinical cure” rate, 75.6 per cent). Ax- 
illary node metastases depressed these figures to 
a survival rate of 38.7 per cent (“clinical cure” 
rate, 30.5 per cent). 

It may be pointed out that Saphir’? has shown 
in thirty patients with negative axillary nodes on 
a routine type of microscopic examination that a 
detailed and comprehensive examination of all 
the axillary tissue revealed metastases in ten cases. 
It can be confidently accepted that a certain pro- 
portion of the cured cases with allegedly negative 
nodes did in fact have axillary metastases. Cou- 
pled with know cures of obviously involved axillae, 
the pessimistic critics who decry the radical oper- 
ation as curative only when the disease is limited 
to the breast should find here an effective denial 
of their viewpoint. In addition it should be noted 
that the incidence of recurrence in the axilla in 
cases dying of the disease is amazingly low when 
4 good radical operation is done in a properly in- 
dicated case, 

In our Own material (197 patients with negative 
axillary nodes), if Saphir’s findings apply, simple 
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mastectomy would give us 132 “clinical cures” at 
five years as against 149 obtained by the radical 
operation, a loss of seventeen lives. 

As a radiation therapist, the effectiveness of 
post-operative irradiation is a matter of prime 
interest. Our material includes a considerable 
experience in routine irradiation after radical 
mastectomy in both axillary negative and axillary 
positive cases. The high voltage x-ray treatment 
administered through anterior chest wall, direct 
axillary, supraclavicular and posterior shoulder 
fields, concentrating the dose in the axilla was 
reasonably intensive and of the order of 5000 
r in three and one-half weeks in the middle of the 
axilla. 

Of the 197 cases with negative axillary nodes, 
about half were treated by surgery only, the rest 
with post-operative irradiation in addition. The 
difference in the five-year survival rates was neg- 
ligible. Of the 243 cases with positive axillary 
nodes, about one-fourth received surgical treat- 
ment only, three-fourths surgery plus irradiation. 
Here also the five-year survival rates did not dif- 
fer significantly. Our experience did not encour- 
age the view that post-operative x-ray treatment 
of the chest wall and axilla (sites already attacked 
by the radical operation) improved results. It 
must be clearly understood that this applies to 
those patients who had the benefit of a technically 
good and complete radical mastectomy. It does 
not necessarily apply to less adequate and less 
extensive surgical procedures; indeed we have no 
data on such material. 

Most of you are acquainted with the work of 
McWhirter. Briefly, he has advocated a simple 
mastectomy and vigorous post-operative irradia- 
tion of the chest wall, axilla and supraclavicular 
region in all cases except the obese and those with 
homolateral active upper lobe tuberculosis. The 
technique of radiotherapy which he employs, from 
the viewpoint of biologic effect on tissue, is more 
intensive than that commonly employed in the 
past in this country, consisting of a tissue dose of 
3750 r in eighteen days. In 1,606 patients (treat- 
ed 1941 to 1946, inclusive), the survival rate was 
41.7 per cent; compare with our figure of 40.2 per 
cent. Of these patients, 907 were candidates for 
radical mastectomy; in these McWhirter’s five- 
year survival rate was 58 per cent; our figure is 
58.4 per cent and Haagensen’s is 58.2 per cent 
for those treated by radical mastectomy. Mc- 
Whirter has also reported ten-year survival rates 
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on 226 patients which compare favorably with sur- 
gically treated series. 


Thus it is seen that the results obtained by sim- 
ple mastectomy and high dose radiation therapy 
in McWhirter’s hands are equal to those obtained 
by the best workers employing the radical mastec- 
tomy as the basis therapeutic method. To me, 
two questions are of paramount interest. In the 
face of evidence presented by some workers such 
as ourselves which indicate postoperative irradia- 
tion does not enhance the results of radical mas- 
tectomy, and in face of the fact that simple mas- 
tectomy by itself can cure only a limited number 
of breast cancers, on what grounds can one ex- 
plain these good results? I believe these survival 
rates result from a combination of factors: (1) 
the simple mastectomy cures those patients in 
whom the disease is absolutely limited to the 
breast, (2) in cases with advanced axillary dis- 
ease, the surgical dissection actually disseminates 
the neoplasm and shortens survival—this is avoid- 
ed in McWhirter’s approach, (3) a certain pro- 
portion of breast carcinomas are radioresponsive 
and are eradicated or held in check for years by 
the intensive radiotherapy. 


The fact that same of us who employed post- 
operative irradiation following the radical opera- 
tion have been unable to demonstrate augmented 
survival rates does not mean that mammary car- 
cinoma is unaffected by radiation. Indeed there 
is ample evidence to the contrary. Patients, on 
occasion, have been cured by radiation methods 
alone. To cite only one piece of work, Lumb with 
careful histologic studies has shown that doses of 
3500 to 4000 r in thirty-six to forty days in the 
series he investigated produced either complete 
eradication of the neoplasm or damaged it so 
severely that only abnormal cells, probably non- 
viable, remained.® 

The second question: 
tectomy be abandoned in favor af McWhirter’s 
method of treatment? Some have already an- 
swered this question in the affirmative.* I am not 
ready to do so because I do not see how it can 
achieve the objective we are aiming at, namely, to 
increase the proportion of cures or survivals. The 
evidence to date shows that simply mastectomy 
plus expert radiotherapy produces results equal 
to but not superior to those obtained by the rad- 
ical operation, that skilled workers employing 
either approach will end up with essentially the 
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same over-all survival rate on all previously un- 
treated patients, e.g., University of Michigan 40,2 
per cent, McWhirter 41.7 per cent. This does 
not advance our ability to cope with this disease. 
The arguments employed by either school of 
thought relate to expediency, convenience, pre- 
sumed applicability, et cetera; although they may 
be cogent, they are not of prime importance. 


The radical operation if restricted to properly 
indicated cases efficiently clears the chest wall and 
axilla of the neoplastic disease. Since disease may 
exist at more remote sites, this may not result in 
cure, but recurrence on the chest wall with proper 
surgical technique will be of infrequent occur- 
rence and in the axilla of rare occurrence. It is 
probably due to this fact that our postoperative 
irradiation technique directed as it was to the 
chest wall and axilla failed to demonstrate in- 
creased survival rates. Ideally one should restrict 
the use of the radical operation to those cases in 
which it will be effective and use McWhirter’s ap- 
proach in those cases where the axillary disease is 
actually beyond the scope of the operation. Such 
a combination would carry the potentiality of an 
increased survival rate. Unfortunately, at the 
present time there is no a priori way of distin- 
guishing between the two groups. Not even 
Haagensen’s “triple biopsy” (breast, supraclavic- 
ular and internal mammary nodes) makes this 
distinction because it does not define the axillary 
node status.® 


In the endeavor to improve results some sur- 
geons have sought to extend the scope of the oper- 
ation; as far back as 1907, Halstead® reported 11 
supraclavicular dissections with metastases found 
in forty-four. The attempt at such an extension 


of the radical operation was dropped when it was 
found that only two patients survived five or more 


years. Recently Urban" has advocated en bloc 
resection of the internal mammary lymph-node 
chain in continuity with the radical mastectomy. 
Wangensteen* has reported forty-four “super- 
radical’ operations for cancer of the breast with 
a 12.7 per cent mortality. This operation con- 
sists of a radical mastectomy, supraclavicular cer- 
vical node dissection as high as the upper border 
of the thyroid cartilage, excision of the entire in- 
ternal mammary lymph-node chain and a medias- 
tinal dissection. The qualifying term “super” is 
indeed appropriate. Haagensen has presented 
cogent reasons for believing that such extensive 
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procedures have no chance of increasing cure 
rates.° 


Our policy at the present time is that of con- 
tinuing with the classical radical mastectomy in 
properly indicated cases. The indications essen- 
tially are those of Haagensen® with the exception 
that we do not biopsy supraclavicular nodes when 
these are normal clinically, and we do not permit 
the finding of positive internal mammary nodes 
to act against performing the radical operation. 
The interspaces are opened and the internal mam- 
mary nodes are removed for information, not to 
determine operability. In all cases except those 
with tumors of the outer half of the breast with 
negative axillary and internal mammary nodes, 
it is now our policy to irradiate the supraclavicular 
node-bearing area along with the subclavicular 
and lowed cervical nodes. Andreassen and Dahl- 
Iverson? have reported in ninety-eight supraclav- 
icular dissections, occult supraclavicular metas- 
tases in 33 per cent of those with axillary me- 
taseases. At the same time the internal mammary 
nodes are irradiated. The radiation treatment is 
carried out with a Co® teletherapy unit, Only 
two fields are required: one over the supraclavic- 
ular region and one over the sternum. In twenty 
to twenty-three days a dose of 3,780 to 4,200 r 
can be delivered to a level 4 cm. below the skin 
without significant skin reaction. Since many of 
the nodes we are interested in are less deep than 
this, their dose is higher. This is the order of 
radiation dose demonstrated to be effective by 
McWhirter and others. I am optimistic about our 
ability to produce significant effect on metastatic 
neoplasm in the nodes we are irradiating but 
whether we will get higher cure rates will prob- 
ably hinge on the critical factor of whether in- 
volvement of these nodes can exist without more 
remote involvement. If this is the case, we may 
improve our survival rates; if it is not, death from 
more remote involvement will occur despite this 
procedure. For cases in which the radical opera- 
tion is not indicated, various approaches are em- 
ployed: simple mastectomy plus irradiation as 
per McWhirter or irradiation only. 
| One may ask, what is the curability potential 
In carcinoma of the breast with current methods 
of treatment? My purpose in presenting this 
question is to make certain that we do not delude 
ourselves with the naive viewpoint that all we 
do is to make an early diagnosis and 100 
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per cent of the patients will be cured. Certainly 
it is important to make the diagnosis as soon as 
possible and immediately institute adequate treat- 
ment. Delay by patient or physician can be of 
critical import in an individual case. This does 
not mean, however, that early diagnosis will insure 
cure rates approaching 100 per cent. Breast can- 
cer presents a broad spectrum ranging from 
viciously malignant tumors which have metasta- 
sized before the primary tumor comes to the clin- 
ical horizon to neoplasms which may be limited to 
the chest wall for years, even without treatment. 
It has been estimated’ that 40 per cent of breast 
cancers will be incurable by any method of treat- 
ment because of the high malignancy potential 
of the lesion, that 25 per cent are slow growing 
lesions which metastasize late, perhaps only sev- 
eral years after the primary appears (some delay 
in diagnosis would not be critical in this group) 
and that 35 per cent exhibit development of 
metastases in months after the primary tumor 
appears (it is in this group that early diagnosis 
and treatment is of critical importance). On the 
basis of this estimation, if we could diagnose every 
case on the first day the primary tumor became 
clinically detectable, our cure rate would not be 
100 per cent but 60 per cent; this is our true 
objective. 
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Which is today's most widely prescribed broad-spectrum 
antibiotic? 


ACHROMYCIN — it's first by many thousands of 
prescriptions. 


What are some of the advantages of ACHROMYCIN? 


Wide spectrum of effectiveness. 
Rapid diffusion and penetration. 
Negligible side effects. 


Exactly how broad is the spectrum of ACHROMYCIN? 


It has proved effective against a wide variety of 
infections, caused by Gram-positive and Gram—negative 
bacteria, rickettsia, and certain viruses and protozoa. 


In what way are ACHROMYCIN Capsules advantageous? 


For rapid and complete absorption they are dry-—filled, 
sealed capsules (a Lederle exclusive!) No oils, no 
paste...tamperproof. 





Who makes ACHROMYCIN? 


It is produced — every gram — under rigid quality 
control in Lederle's own laboratories and is available 
only under the Lederle label. 
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General Practitioner’s Role in 
Otolaryngologic Management 


By Francis L. Lederer, M.D. 
Chicago, Illinois 


yy IS pertinent perhaps to examine into how 

best to serve the needs of the patient and the 
role otolaryngology plays in the general practice 
of medicine. While there are seasonal and 
sectional or geographic variations, the head and 
neck areas provide the practitioner with from 25 
to 45 per cent of his tasks. The common cold 
alone, not to mention its sequelae and complica- 
tions, provides a goodly number of the cases in 
the daily routine of practice. Otolaryngology 
bears a kinship to each field of medicine. The 
specialist in the field recognizes the challenge of 
the symptom-rich areas of the head and neck 
which house all of the special senses. 


Evaluation of Antibacterial Therapy 


There is an erroneous bit of propaganda 
sweeping the country that complications of ear, 
nose and throat infections have entered the realm 
of rarities. This unfortunately is far from the 
truth and the very promulgation of the thought 
has led to a disastrous attitude of complacency, a 
profligate debauch and _ the 
creation of a group of new diseases encouraged 
by an era of promiscuous therapeutics. It would 
be a gross misunderstatement to say that a medical 
revolution has not taken place. The antibiotics 
have played a most important part in the general 
advance of medicine and surgery. However, the 
naive confidence of the nonmedical public, the 
noncritical acceptance by the profession, and the 
promotional activities of pharmaceutical houses 


pharmaceutical 


has led to a casual attitude in their application - 


and a deterioration in diagnosis. 

Sufficient time has now elapsed to properly 
assess the miracle decade, a period characterized 
by trial and error in the application of synthetic 
and biologic chemotherapeutic research. Each 
physician has been a self-appointed investigator 
and the patient his test tube. Over 80 per cent 
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of our pharmacologic agents were unknown a 
decade ago. Why in 1950, seven million pounds 
of sulphonamides, 250 thousand pounds (138 
trillion units) of penicillin, and 193 thousand 
pounds of streptomycin were used. In 1951, 741 
tons of antibiotics were produced in the United 
States, 524 tons were of penicillin, each person 
in this country receiving two million units at a 
cost of ninety-three million dollars. Streptomycin 
totaled 167 tons at a cost of fifty million dollars, 
This was enough to treat one million cases for a 
year or to treat all the cases of tuberculosis which 
developed in the previous ten years. More than 
one-half of all prescriptions during that year 
were for antibiotics and that constituted one-third 
of all ethical drug sales. By 1952 penicillin was 
used to the tune of two million units for every 
person living in this country. These astronomical 
figures have been showing a yearly climb in spite 
of the dissemination of knowledge of resistant 
strains of bacteria, organismal dependence upon 
the drugs, stimulating effects upon the organism, 
encouragement of new forms of bacteria and 
what concerns us greatly is that we have created 
a generation of diagnostic vipers in the form of 
robots with needles instead of the corporate 
members of that dependable team, viz., patient 
listener, careful observer and common sense. 


Importance of Diagnostic Approaches 


Inasmuch as it is estimated that only 10 per cent 
of the dosage of antibiotics is necessary (90 per 
cent being wasted) we need to ask if the anti- 
biotic is really necessary; if it is the proper one 
in the first place; what the dose should be; how 
long should it be given; is the host sensitive (20 
per cent will react again) ; is administration going 
to alter in any way the ultimate immune status, 
and what is most important, have you provided 
the patient with an accurate clinical and etiologic 
diagnosis? The responsibility for the accurate diag- 
nosis of otolaryngologic states has not been altered 
or diminished by the advent of the newer drugs 
and no one would class shotgun therapy as in- 
telligent therapy. The head and neck areas are 
host to a group of interesting symptoms which 
may be characteristic of numerous entities chal- 
lenging the best in our skills and diagnostic 
acumen. We realize only too well that there may 
be many forms of treatment but there is only one 
correct diagnosis. Intelligently utilized procedures 
furnish information to the physician and educa- 
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tion to the patient. For the former, who is 
desirous of properly evaluating, integrating and 
co-ordinating, a set routine minimizes the omission 
of important data and findings. 


Otolaryngologic states have an imposing array 
of symptoms and symptom-complexes in common, 
including headache, dizziness, nasal blockage, 
dysphagia, otalgia, hoarseness, swellings about the 
orbit face or neck, sore throat, cough, laryngeal 
obstruction, epistaxis, tinnitus, and disturbances in 
hearing. None of these symptoms is in itself diag- 
nostic and all of them call for alertness and, not 
infrequently, prompt action if an early, accurate 
diagnosis is to aid recovery, preserve the function 
of a special sense organ, or save a life. Detailed 
description is not possible but the diagnostic 
significance of numerous clinical entities, their 
course and medical or surgical management may 
be vividly demonstrated by color photography. 
Such pictures are an invaluable part of the 
patient’s permanent record, not to mention: their 
teaching value. 

It is not always certain that physicians need 
not be repeatedly reminded of the basic concept 
that a carefully obtained history is necessary to 
a correct diagnosis. This would reduce the toll 
of iatrogenic excursions. The thought that “pre- 
judice is a great time saver; it enables one to 
form opinions without getting the facts,” supplies 
the mounting evidence to the production line of 
improper assumptions in the guise of diagnosis 
and is the creative force in adding to the num- 
bers of patients who are victims of unreasoning 
fears due to misinformation and misinterpretation. 

More and more attention is being directed to- 
ward the emotional preparation of children to 
visit the physician’s office or to enter a hospital 
for surgery. Inasmuch as today’s children are the 
adult patients of tomorrow, a greater effort must 
be made to win them over rather than conclude 
they are “bratty” or unco-operative. Ten 
pediatric rules favor proper management: 


1. Rapid initial assessment of child’s morale, disposi- 


tion and probable reactions. 


2. Initial period of small talk within scope of child’s 


experiences and environment. 
3. Addressing child by his or her first name or some 
appropriate pseudonym from the comic strips. 


4. Absence of a display of frightening instrumentari- 
um, 


’. Desirability of explaining each step of the ex- 
amination before carrying it out. 
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6. Cardinal rule of never hurting the child. 


7. Avoiding personal attitude of impatience, anger 
or irritation, no matter how unruly the child. 


8. Realization that the child comes for medical at- 
tention, not punishment or discipline. 


9. With an unco-operative child, carry out only those 
procedures which are possible and absolutely essential 
and arrange for the patient to return after a friendly 


parting. ‘| fm} 


10. The parents are patients too—give them the feel- 
ing that there is no such thing as a silly question; teach 
them so that they may aid their child. 


Authors of modern textbooks hesitatingly sub- 
mit manuscripts because the management of 
numerous diseases is affected by the continuous and 
rapid pharmaceutical advances in the fields’ of 
synthetic and biologic chemotherapeutic agents. 
The formula for a new product is already in the 
making when another preparation is beginning to 
arouse a frenzy of acclaim that the millenium has 
been reached in the treatment of a given con- 
dition. Regardless of the trends, accurate diag- 
nosis and common sense clinical appraisal are the 
order of the day. As was previously emphasized, 
the diagnosis of the specific organism is desirable 
before treatment is instituted. “At least in 
bacteremia before it is complicated by bone dis- 
ease, a working diagnosis should be made and 
adequate treatment started while organisms are 
being isolated and their sensitivity determined. 

While the organisms are being sought it seems 
rational, although at best empirical, to give peni- 
cillin or aureomycin. In other instances, the so- 
called broad spectrum antibiotics (terramycin and 
chloramphenicol) may be administered while 
awaiting the results of culture and sensitivity tests. 
Some years ago I heard Sir Alexander Fleming 
express concern over the increasing resistance of 
the staphylococcus to penicillin. Present-day clini- 
cians have changed their concern to alarm in the 
anticipation of what increasing bacterial resistance 
to antibiotics signifies for the future. Other ugly 
thoughts have entered the picture, such as, de- 
pendence of the organism upon the drug and 
stimulation of the organism. As one authority 
once remarked, “The bacteria are not going to 
take this lying down.” 


Complications of Sinus Disease 
The etiologic factors, routes of extension, pro- 
tean manifestations, pathologic differentiation, and 
clinical pictures of osseous complications of rhinog- 
enous origin, are of interest to the practitioner, 
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the ophthalmologist, the neurosurgeon, dental sur- 
geon, as well as the rhinologist. The anatomic 
configurations, osseous and venous factors make 
possible some rather interesting but bizarre com- 
binations of clinical pictures of puffiness and 
swellings over the cheek, about the eyes or on the 
scalp. The proper management of the common 
cold looms importantly in permitting nasal venti- 
lation and drainage. The influence of acute sinus 
suppuration, trauma (both accidental and oper- 
ative), swimming and dental infections play a 
major role. 


It might be more readily understood that three- 
fifths of the orbital complications arose from the 
nasal accessory sinuses if there were an awareness 
that’ two-thirds of the orbit is bounded by si- 
nuses. Prevention of rhinogenous complications 
follow the “Rules of the Road,” such as: (1) in 
acute sinusitis the management is directed toward 
ventilation and drainage, without undue trauma 
of intranasal manipulation; (2) all sinuses must 
be dealt with in the management as an overlooked 
focus can be serious; (3) in the surgical removal 
of mucosa lining the sinus, the bone should not be 
curetted; (4) free drainage or communication of 
the sinus with the nose must be established and 
maintained; (5) the possibility of an acute exacer- 
bation of a chronic infection or the presence of a 
latent sinus disease must be borne in mind; 
(6) anatomic relations to vital structures such as 
the brain must be known as well as respected; 
the antibiotics are no substitutes for good surgery; 
(7) diagnostic or therapeutic puncture of the 
maxillary sinus is not without danger. 


Osteomyelitic manifestations of rhinogenic 
origin must be known to the clinician, both as to 
their fundamental pathological change and their 
expected clinical course. Gradations of osseous 


alterations are capable of producing different 


forms of clinical disease, for which the management - 


may hold forth a variable therapeutic range. 
While chemotherapy and antibiotics have in- 
creased the therapeutic index of safety, they have 


not eliminated the need for concern or surgical 


interference for drainage of a suppurative focus 
or the removal of involved bone. 

Basically, acute hematogenous bone involvement 
has not changed pathologically, nor has it become 
clinically extinct. Antibiotic therapy produces a 
decrease in:fever and relief of pain but it does 
not always obviate the need for surgery. Peculiar 
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to the bones of the skull are their proximity to 
vital structures, such as the brain, and the pres- 
ence of the arbor of communicating veins that 
make possible the localized infection of the morn- 
ing, a diffuse spread by nightfall. Moreover, the 
chronic type of bone disease frequently begins 
where the acute leaves off. Both, however, pro- 
duce osteolysis and osteogenesis, but in a different 
degree. Even in the chronic state the new bone, 
which may partially or completely obliterate a 
sinus, must be better understood by the clinician if 
impending disaster is to be avoided. Enzyme prod- 
ucts used as debridement agents (tryptar, streptoki- 
nase, streptodornase, veridase, et cetera) exert a 
favorable influence on surfaces of sloughing and 
granulating wounds involving bone. 


Middle Ear Suppuration 


Where we, as is so frequently the case, deal 
with pus within the confines of a middle ear or 
sinus cavity or with pus within the known tissue 
spaces of the head and neck, here again it be- 
hooves the clinician not to deviate from the well- 
known surgical principles of drainage of a suppu- 
rative focus. There were those physicians who vio- 
lated such principles long before the antibiotic 
era and “got away with it.” In inflammatory 
bony alteration about the skull (not to be com- 
pared to long bone involvement of the extremi- 
ties), when it has reached the stage of abscess 
formation, basic surgical approaches still prevail. 

Less well understood are the limitations of anti- 
biotic therapy in suppurative ear disease, the im- 
plication being that as such it should not and does 
not exist any more. Such erroneous information 
has led to situations impugning the motives of the 
otologist who suggests surgery of the ear. Little 
is appreciated among practitioners at large, of the 
potentialities of the organization into scar tissue 
and adhesions of middle ear fluid, of middle ear 
suppuration, or of the menacing specter of choles- 
teatoma. The antibiotic crutch of dependence has 
produced a new generation of physicians—their 
service to their patients being open to question 
when viewed in the light of the resultant hearing 
loss and life-endangering complications. No men- 
tion of antibiotics is complete without the inclusion 
of the omnipresent experience of seeing patients 
manifest untoward skin and mucous membrane 
responses, the destruction of the “capitalistic 
class” of bacteria while encouraging the nast) 
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“proletariat order” of the yeast-like organisms 
such as the monilia. In addition, we find ourselves 
busily engaged in appraising the disagreeable 
eighth nerve responses to streptomycin and di- 
hydrostreptomycin. As has been previously stated, 
other newer manifestations can be anticipated in 
the future when indiscriminate usage is as 


prevalent. 


Tumors of the Head and Neck 


The areas of the head and neck, the air and 
food passages, are very common sites of both be- 
nign and malignant types of tumors. Cancer kills 
900,000, or 13.5 per cent of all deaths in the U.S. 
are thus accounted for. Of these, over 6 per cent 
are of the head and neck regions. The various tu- 
mors involving the ear, nose and throat, including 
the salivary glands, the sinuses, the nasopharynx, 
the larynx, the trachea and bronchi and the esopha- 
gus are accessible to viewing by those qualified to 
do so, requiring special instrumentarium and tech- 
nique. The ability to view the nasopharynx by 
means of the posterior rhinoscopic mirror may 
serve to solve the mystery of a lump in the neck, 
or being able to visualize the vocal cords will 
remove the guesswork from hoarseness. The final 
determinant of the type of tumor, and whether it 
is benign or malignant, is made on the basis of 
a carefully removed piece of tissue, removed by 
direct vision and studied under the microscope. 
Nasal blockage, bleeding from the nose or pharynx, 
swellings, hoarseness or an alteration in the voice, 
dysphagia and difficulty in breathing, are a few of 
the symptoms which may be indicative of common- 
place or benign tumors and on the other hand may 
signalize malignant disease of the various anatomic 
areas so affected. It must be borne in mind that 
some of the benign tumors, by virtue of their site 
and size, to say nothing of their bleeding tendency, 
present formidable surgical problems. 


Restrictions to successful cancer management 
comprise the lack of early diagnosis occasioned by 
the fact that some patients just fail to heed warn- 
ing signs that would have them seek early medical 
aid and the fact that some physicians may fail to 
recognize the beginning of malignant disease. 
Additionally, successful cancer management may 
suffer from the failure of doing the most adequate 
Procedure at the very start of treatment (primary 
madequacy). Cancer is just one of those diseases 
that brooks neither procrastination nor incompe- 
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tence, nor does it call for timid decisions to spare 
some part of the physiognomy just to serve feel- 
ings of vanity or false implications that a sparing 
approach to a tumor is being conservative. Can- 
cer is a relentless foe, not to be defeated by in- 
judicious application of various methods of treat- 
ment, the fear of cosmetic deformity or timidity 
in sacrificing an organ or part of the body, or 
believing radiation to be a more conservative form 
of effective treatment. 


The advances made in the past decade in pre- 
operative and postoperative care, in the use of 
blood and blood substitutes, improved techniques 
of anesthesia and of extensive surgical procedures, 
the better knowledge of fluid and electrolyte bal- 
ance, the proper employment of antibiotics and 
chemotherapy, the methods of reconstructive sur- 
gery and the replacement of lost parts by artificial 
moulds or prostheses, all make for increasingly im- 
proved and successful care of the cancers about the 
head and neck areas. Irradiation and surgery are 
to complement each other and are not to be used 
competitively. Each anatomic area may be blue- 
printed for an attack based upon the experience of 
those who have devoted much study and effort to 
combatting an adversary who often slowly stalks 
its victim and suddenly viciously strikes a low blow. 


In cancer of the external ear canal and middle 
ear, any attempt to preserve the auricle leads to 
failure. The surgery must ignore cosmesis and 
function. Results in nasopharyngeal cancer are 
poor because of the cellular type of malignancy 
and delayed diagnosis. Extermal and intracavitary 
irradiation is the treatment of choice. Involve- 
ment of the nasal and nasal accessory sinuses calls 
for wide excisional resection of the parts; the wil- 
lingness to sacrifice the maxilla and hard palate 
and the orbit and its contents if need be. Carci- 
noma of the lip is most favorable for control- 
ability by wide surgical excision by a V excision or 
a sliding flap. Tongue involvement lends itself to 
surgery. The indications for resection of part of 
the mandible in mouth cancer depend upon the 
close proximity or actual involvement of the man- 
dible by the primary tumor; fixation to the mandi- 
ble by a metastatic node or nodes and the need 
for wide exposure of large lesions, particularly 
those extending into the posterior third of the 
mouth. This will permit local excision of the pri- 
mary cancer and closure of the oral defect. The 
hypopharynx and larynx call for surgery. The 
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only contraindications to surgery in all head and 
neck cancer are the condition of the patient, the 
extent of the disease being beyond the likelihood 
of control and the presence of extensive bilateral 
metastases, nodes adherent to the carotid artery, 
distant metastases or in uncontrollable primary 
lesion. 


Implications of Hearing Loss 


Since communication is an essential function of 
civilization, the partial or complete loss of hearing 
becomes the concern of everyone. The nature and 
causes of hearing loss, its effect upon the life of 
the individual, and the modern methods of helping 
him to live in a normal, hearing world, are of in- 
terest to the physician, the educator, the public 
health official, the military industry and the com- 
munity. While it is true that hearing deficits lack 
the drama of other disabilities that tug at the 
heartstrings of public imagination, an informed 
public being a prepared public, will have an 
awareness of the social, economic, educational, 
vocational, psychologic and medicolegal implica- 
tions of hearing loss. Medical and nonmedical 
workers have joined forces in the positive effort 
of the prevention of hearing loss, the conservation 
of this important special sense and lastly, in formu- 
lating a program of rehabilitation of those so 
handicapped. 

The care of the handicapped is said to repre- 
sent the index level of our civilization. It is the 
concern of the physician to recognize the total 
person in relation to: 

1. The interpersonal relationships of family and 

the community. 

Adequate physical or medical care. 

The patient’s need to be wanted or ac- 
cepted. 

The convergence of medical, physiologic, 
social, educational and economic services. 


An estimated two to three million persons in 


the United States suffer from a handicapping 
hearing loss in one or both ears. Some believe it 
to be anywhere from 2 to 3 per cent of the total 
population. Affected are the preschool child, the 
school child and the adult (including the older 
age group). Within recent years much more light 
has been thrown on the so-called congenital or 
intra-uterine factors in the causation of hearing 
loss. The once innocuous German measles looms 
now as a formidable foe because it can cause, 
among other conditions, deafness in the newborn 
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(ruebolic embryopathy) if the disease is contracted 
by the expectant mother during the first four 
months. Then, too, we have come to regard the 
Rh (rhesus) factor of the mother’s blood as a 
cause of such hearing loss as affects the newborn. 
The newer knowledge and special test procedures 
have permitted studies which have discovered that 
some of the children previously regarded solely as 
deaf are in reality either deaf-cerebral palsied, 
deaf-mentally retarded or aphasics due to brain 
damage incurred before or at the time of birth. 
To discover these children early is a necessity and 
within the province of the physician so that proper 
educational approaches may be employed. It is 
also necessary to ferret out of the schools those 
who have substandard hearing with mass surveys 
before they are placed in the frustrating atmos- 
phere of a classroom with groups of normal hear- 
ing children. 

In the city of Chicago, we have come up with 
some interesting statistics on the basis of over 
150,000 children examined during the past five 
years. This has been carried out under our direc- 
tion, aided by a team of trained personnel. A 
large percentage of these children (8 per cent) 
were found to have hearing deficits. The impor- 
tance of finding these deficits was that many were 
remediable and in 69 per cent parents had no 
prior knowledge of hearing difficulties. Family 
doctors and specialists have been alerted and the 
pupils have been followed up relative to seating 
placement special education and definitive treat- 
ment. 


The over-all importance of this type of survey 
lies in finding large numbers of children with 
remediable losses and some requiring other forms 
of medical care. Of importance also is what it 
means to the child in regaining normal hearing acu- 
ity. The city of Chicago finds that as a result of 
this survey one million dollars a year are saved 
through the salvaging of so-called educationally 
retarded cases. It is important that these children 
are discovered early so that they do not lose 
grades, because a grade lost is a grade cost to 4 
community. 


Adult hearing loss presents a problem in every 
community, posing personal, social and economic 
implications for the individual. Education of the 
public as to what may be accomplished for the 
hard of hearing person is of paramount impo0r- 


tance. Some types of hearing loss are reversible 
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racted ‘f discovered early and treated correctly by in females the smaller size of the larynx and 
four medical or surgical means. For some people, trachea must be respected by the selection of a 

d the hearing loss may bring about a crisis in life in size tube in accordance with the age and sex of the 
as a that a means of livelihood is in jeopardy, patient. Miédline incisions and a minimal dis- 

yborn. capacities, interests and aspirations are threatened, section of the peritracheal region are preferred; 
‘dures while in others a social crisis is precipitated. The the latter encourages emphysema especially if 

1 that ability to hear and understand speech is so uni- tight closure of the wound is made. 

ely as versal that any impairment of this function is likely Nasal Bleeding 

lsied, to undermine self-respect. The hard of hearing 


Hemorrhage from any site in the upper or lower 
brain person may come to regard himself as peculiar and 


respiratory tract may be very alarming. The initial 
birth. eccentric. He readily moves into an attitude of phase calls for identification and control of the 
y and self-pity and anti-sociality. When well-meaning 
roper friends offer false hopes and _ will-of-the-wisp 
It is remedies it is obstacle, but when physicians do the 
those same they prevent the patient from accepting his 
irveys hearing loss as a reality. The person, rather than 
tmos- the disorder, becomes the main goal of rehabilita- , 


bleeding site and the second phase concerns the 
establishment of the causative factor, whether 
local or constitutional. While nose-picking figures 
prominently in trauma to the superficial veins 
anteriorly on the nasal septum, neoplasms, foreign 
bodies and pin-head size angiomas (multiple and 
familial) may also be the cause. Hypertension 
and arteriosclerosis not infrequently are present in 
the bleeding which occurs posteriorly, underneath 


over have set the patterns for rehabilitation of the adult the inferior turbinate. While the anterior site 
t five hard of hearing. 


hear- tory effort to restore his self-respect, make him 
self-sustaining, socially invincible and education- 
. with ally adequate. The experiences of World War II 


lends itself to control by local pressure, vaso- 
direc- The economic implications of hearing loss for constrictors, packing, and chemical or electro- 
ol A the individual are great but the cost to the nation coagulation, the posterior bleeding must be 
supplemented by postnasal packing and occasion- 
ally, ligation of the external carotid artery. It is 


well to caution against indiscriminate cauteriza- 


cent) is fantastic. The yearly outlay of Veterans Ad- 
mpor- ministration for 90,000 ear cases is $14,000,000, 
were not including the replacement and upkeep of 
id no hearing aids. Industry faces a similar economic tion and/or packing as it makes a messy intranasal 
‘amily loss if pre-employment hearing tests and preventive cavity, further handicapping recognition of a 


d the measures against noise hazards are not followed. bleeding site or its control. Good illumination 


eating 


Maintenance of the Airway and suction, proper local topical analgesia and a 
nonapprehensive patient aid in achieving the ob- 


jective. If anterior and posterior packs are 
required, the gauze (preferable to cotton) should 
with : be saturated in petrolatum and _ sulfanilamide 


treat- - , 
Newer trends have broadened the indications 


as for tracheotomy, no longer is the procedure re- 
— served for the heroics of a last-minute stand 
against impending death. Maintenance of the 
airway is of paramount importance in all forms 
of surgery (the lack of it may lead to cardiac 
arrest), in any condition of unconsciousness lasting 
over forty-eight hours (head injuries, barbiturate 
poisoning, et cetera), in serious injuries or burns 
of the body, in debilitative states where removal 
of secretions from the pharynx, larynx and 


forms 
hat it 
9g acu- 
ult of 
saved 


powder and gently introduced under direct in- 
spection. Depending upon the severity and site 
of the bleeding, packs may be removed after 
forty-eight hours, however, having at hand fresh 
replacements for the packs so that they may be 
immediately reintroduced. Otitis media and 
sinusitis are occasionally encountered after pro- 
longed packing. They must be viewed as serious 
complications in an already exhausted or de- 
bilitated patient and treated by drainage and 
antibacterial therapy. 


onally 
ildren 
t lose 


ii bronchi makes for a more practical nursing prob- 
0 ¢ 


lem (as in laryngotracheobronchitis and bulbar 
poliomyelitis) and in conditions of intrinsic or 
: extrinsic origin resulting in laryngeal obstruction 
nomic (edema, bilateral abductor paralysis, stenosis and ae 

of the the like.) The proper technique of tracheotomy Under the generic term “dizziness” come the 
a is gencrally not well known or practiced. Too fre- goodly and confusing number of descriptive sen- 
mpor quent!» is a tracheotomy site placed high, even  sations described by patients as lightheadedness, 
raible into the cricothyroid membrane. In children and unsteadiness, swooning, blacking-out, staggering, 
MSMS Octori:, 1955 


every 


1211 




















































































































































































































































OTOLARYNGOLOGIC MANAGEMENT—LEDERER 





seasickness, giddiness, faintness and the like. 
Almost any system in the body is capable of pro- 
ducing such feelings of a disturbance in balance. 
A careful history avoids the unfortunate approach 
of diagnosis by the elimination one by one of 
gastrointestinal, central nervous system, ocular, 
cardiovascular and finally, some thought is given 
to the labyrinthine end-organ system. The 
psychosomatic reference point to anxiety states, 
hysteria, neurasthenia, hypochondriasis and 
malingering are frequently favored as diagnostic 
tools. Employment of test procedures such as 
gastrointestinal series, dwelling on the nausea and 
vomiting, only adds to the patient’s discomfiture 
and the trial-and-error therapeutic approach to the 
diagnosis of a disturbance of the labyrinth by 
prescribing the newer drugs such as dramamine 
and bonamine is not rational. The catch-all diag- 
nosis of Méniére’s disease must be supported by a 
history of sudden, severe, paroxysmal attacks of 
environmental vertigo, a true sense of movement 
in which objects seem to move around him, hear- 
ing loss and tinnitus, frequently accompanied by 
nausea, vomiting and vasomotor symptoms of 
pallor and cold perspiration. A valuable diag- 
nostic sign is the presence of a characteristic spon- 
taneous nystagmus different from that found in 
uveal tract or central nervous system involvement. 
Physical findings required include tuning-fork 
tests, audiometric evaluation, caloric, and/or 
rotational tests. The internal auditory meatus may 
occasionally be occupied by an acoustic neuroma 
and produce the triad of symptoms of vertigo, 
hearing loss and tinnitus. It is, therefore, ad- 
vantageous to employ x-rays of this site to rule 
out such a_ possibility. The treatment of 
labyrinthine vertigo is purely symptomatic, in- 
cluding bed rest, control of the anxiety by the ad- 
ministration of barbiturates and instruction in the 


hygiene of motion such as the avoidance of sudden | 


turning or bending. Antihistaminics have been of 
value in the treatment of the vasomotor symp- 
tomatology. Surgical ablation of the labyrinth is 
reserved for a very small group of carefully 
selected unilateral cases in which the hearing loss 
is severe and irreversible and the dizziness 
incapacitates the patient. 


Head Pains and Aches 


Head pain, which includes headache and 
neuralgia, is to be regarded as a medical orphan. 
The sufferer is on a merry-go-round, consulting 
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medical and surgical specialists of varied interests. 
Caricatures and barbs in the lay press depict the 
stormy excursion of the patient seeking relief 
from a headache, ending up with so simple and 
logical a remedy as getting a proper collar size! 
Some clinicians would simplify the problem to a 
reducible minimum by regarding all pains re- 
lieved by a placebo or an aspirin tablet to be 
mere nothings or only evidence of tension states, 
One has only to experience the contrary to be 
made keenly aware of the fact that this need 
not be the case. 


All tissues, particularly the arteries, covering 
the cranium are pain sensitive, whereas those of 
the cranium itself are relatively insensitive. Of 
the intracranial structures the venous sinuses and 
their tributaries, the dural arteries at the base, 
the dura of the tentorium, falx cerebri and at 
the base, are pain sensitive. The mechanism of 
pain is basically either by traction, distention or 
pressure of and on the pain sensitive areas. It is 
readily understood that vascular types of head- 
aches are associated with vasodilator substances 
(alcohol, tobacco, nitrites, histamines, auto fumes, 
et cetera); occupational or situational tension 
states; emotional upsets; mental conditioning in 
which each episode is related to a chain of events; 
endocrine imbalance; hypertension; nonspecific 
factors embodying temperature changes and 
fatigue; or allergy may play a role. Inflammation 
leading to hyperemia, swelling or fluid may, by 
expansion or distention, bring about pain. The 
same may be said regarding the effect of tumor 
masses. The fifth, ninth and tenth cranial and 
the upper cervical nerves frequently are in the 
path of aural, sinal, nasal, pharyngeal, naso- 
pharyngeal and laryngeal involvement. Their 
recognition may be difficult because the pain is 
atypical or referred to an area from another site. 
Otalgia is a typical example of this when it is 
realized that an earache may originate from such 
areas as the sinuses, the nasopharynx, the larynx, 
from the teeth, and even centrally. A discussion 
of head pains can always be enlivened by the 
recitation of the bizarre etiologic factors we dis- 
covered in the cases where our colleagues failed. 
They undoubtedly could be very embarrassing if 
they revealed our errors of omission and com- 
mission. It applies generally to many of our tasks 
but particularly to the realm of headaches and 
pains that we recall Oliver Wendell Holmes’ 
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aphorism, “Keep your doubts to yourself and give 
the patient the benefit of your experience.” Skill 
is the physician’s stock in trade. The lack of it 
spells out not: Seeing; Knowing what to look for; 
Interpreting correctly; Looking at all; Listening, 
which is, of course, the most serious indictment. 


Summary 


Conservatively estimated, anywhere from 25 to 
45 per cent of general practice is related to areas 
of the head and neck. Commonplace infections 
of the upper respiratory tract are frequently fore- 
runners of many of the conditions observed which 
involve the eyes, ears, nose, nasal accessory 
sinuses, nasopharynx, pharynx, larynx and struc- 
tures of the neck. The miracle era of antibacterial 
therapy may now be rationally assessed. Accurate 
diagnostic approaches and common-sense clinical 
appraisal based on the knowledge of basic anatomy, 
physiology and pathology are still the order of 
the day. 

The symptom-rich head and neck areas, housing 
as they do, all of the special senses, offer a chal- 
lenge to the practitioner, who is first to observe 
the patient with such presenting complaints as 
headache or pains, dizziness, nasal blockage, 
dysphagia, hoarseness, otalgia, sore throat, swell- 
ings about the orbit, face or neck, laryngeal ob- 
struction, nose bleed, tinnitus, hearing loss and the 
like. Inasmuch as none of these symptoms are in 
themselves diagnostic, how effectively they or their 
emotional counterparts are analyzed, may mean the 
difference between good medicine or the physi- 
cian’s contribution to the patient’s shopping ex- 


cursion from one practitioner to another and the 
frequently disastrous creation of latrogenic dis- 
ease. Inasmuch as disease is not a static con- 
dition, it is well to bear in mind that before 
organic or irreversible structural change occurs, it 
is usually preceded by physiological change which 
may be reversible. It is a recognized fact that 
tension and emotions can initiate physiologic 
change in various structures. It is difficult to tell 
just when such a nebulous barrier is crossed or to 
isolate or even separate either the psychic or 
somatic factors and treat them as independent 
functions. 

The general practitioner is more than just a 
breathing, compartmentalized reference point. He 
is the trusted guide for each of his patients who 
seek his advice and a community leader as well. 
To this end otolaryngology offers its basic knowl- 
edge of the principles of practice, rational medical 
and surgical therapy, and the patterns of re- 
habilitation of sensory handicapped persons who 
present socio-economic problems to the com- 
munity and to the nation if their needs are not 
adequately met. It is apparent that there are 
many forms of treatment employed, some purely 
empirical, but there is only one correct diagnosis. 
Intelligently utilized, diagnostic procedures furnish 
information to the physician and education to the 
patient. A set routine minimizes omission of im- 
portant data and findings. The practitioner 
stands as a heroic figure if suitable . preventive 
remediable and curative measures are to be 
effectively applied. 





SOME UNUSUAL MANIFESTATIONS OF MITRAL STENOSIS 
(Continued from Page 1197) 


as this would not be considered for operation to- 
day, angiocardiography would demonstrate the 
high degree of mitral insufficiency if the clinical 
signs were not sufficiently convincing. 


Summary 


Some of the unusual and exceptional problems 
of rheumatic heart disease with mitral stenosis are 
SCliccan > ° . 
discussed briefly and illustrative cases are presented. 


These include mitral stenosis in the aged, thrombo- 
embolic complications, the absence of murmurs 
and misleading murmurs. There is a need for bet- 
ter selection of cases for mitral operation, and 
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when this is accomplished the results will be better. 
Angiocardiography is of great value in demon- 
strating the nature of the cardiac lesion. 
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Dilemma of the Relaxed 
Inguinal Ring 


By M. S. DeWeese, M.D., and 
Daniel C. Hunter, Jr., M.D. 


Ann Arbor, Michigan 


HERE has been a courageous effort among 

our more altruistic surgeons and educators in 
recent years to analyze critically the necessity for 
many surgical operations and to influence the cur- 
tailment of those which fail to benefit the patient. 
The promiscuous removal of hypertrophic tonsils, 
of the so-called chronically inflamed appendix and 
of undiseased female pelvic organs have been na- 
tionally condemned by doctors such as A. C. Fur- 
stenberg, F. A. Coller and N. F. Miller,* to men- 
tion but a few. 

We should like to call attention at this time to 
still another situation with somewhat unique rami- 
fications in which we feel that surgical license is 
frequently overextended. We refer to the rather 
widespread practice of exploration of the inguinal 
canal in patients whose only evidence of hernia is 
a relaxed external inguinal ring, an operation 
which is all too frequently dictated by economic 
rather than medical necessity. 


Statistical Data 


Our rather limited statistical data is derived 
from the surgical service of the Ann Arbor Veter- 
ans Administration Hospital. Although this may 
represent a somewhat selected group of patients, 
they have afforded us an opportunity to study ob- 
jectively a problem which has bothered us in mili- 
tary and private surgical practice as well. 

Since the opening of this hospital for patient 
care in October, 1953, we have been confronted 
by a group of veteran patients who have requested 
repair of inguinal “hernias” detected during rou- 
tine pre-employment physical examinations and 
which have constituted the basis for rejection from 
employment. These men have all been under forty- 
four years of age, and have been anxious to resume 
a productive place in civilian society after recent 
military experiences. We have become disturbed by 
the relatively high percentage of these patients in 
whom preoperatively we could find only minor ab- 

From the Department of Surgery, University of Michi- 


gan Medical School and the Veterans Administration 
Hospital, Ann Arbor. 
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normalities of the inguinal area without evidence 
of actual hernia and whom we would customarily 


reject as surgical candidates. Upon the insistence 
of the patients themselves and because of their 
economic predicament—they could not get jobs! 
—we have, in this small group, relaxed our usually 
strict insistence upon personal demonstration of an 
actual hernia and have operated upon them. We 
have kept them under surveillance however in an 
attempt to better evaluate the extent of the prob- 
lem and the degree and manner in which opera- 
tion has benefited them. 

During the period October, 1953, to March, 
1955, a total of 130 patients have been operated 
upon in the Ann Arbor Veterans Administration 
Hospital for suspected hernia, twenty-eight of 
whom were in the pre-employment group. Time 
does not permit a complete analysis of all these 
patients but, except for a small group of chronic 
neuropsychiatric patients and the pre-employment 
group with which we are directly concerned, they 
have presented no special problems. Operation has 
been accomplished only when we could definitely 
confirm the presence of hernia preoperatively in 
the 102 patients accepted for operation through 
regular channels. The findings at operation have 
been consistent with the preoperative evaluation 
in essentially all of these. 

The diagnosis of hernia, initially made by an in- 
dustrial medical examiner, was said to have been 
confirmed by another physician prior to admission 
in 75 per cent of the patients rejected from em- 
ployment, though we ourselves could confirm the 
diagnosis in but 25 per cent. We attribute this dis- 
crepancy primarily to the reticence of one physi- 
cian to refute the diagnosis of another in such 
situations as well as to a high degree of suggesti- 
bility in the presence of equivocal findings. The 
surgical procedures have been performed, without 
exception, by surgical residents under the close 
supervision of the senior staff. 

The presence of a hernia of some type or de- 
gree was confirmed at operation in fifteen patients, 
or 53.6 per cent of this pre-employment group. 
Only six (21.4 per cent) were found to have un- 
equivocal hernias of a direct or indirect type and 
in general were those patients in whom we could 
confirm the presence of hernia preoperatively. Nine 
patients, or 32.2 per cent, had small or equivocal 
hernias. There were abnormal accumulations of 
fat as well (so-called “lipomas” of the cord) in 
three of these. Such fatty deposits, particularly 
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when associated with small hernias, are frequently 
mistaken for bowel or omentum within a hernia 
sac and are a justifiable cause for diagnostic error. 
The hernia sacs in most of these patients were little 
more than peritoneal diverticulae however and 
did not contain intra-abdominal structures. We 
have given this group the benefit of the doubt and 
have considered operation to have been justified 
in them though it is problematic whether true her- 
nias would have developed subsequently if left 
alone. 

The pre-employment diagnosis of hernia was 
not confirmed at operation in thirteen, (46.4 
per cent) patients. The only defect noted in seven 
(25 per cent) was relaxation of the external in- 
guinal ring while globular fatty deposits, unasso- 
ciated with hernia and not descending through 
the ring, were found in addition to the relaxed 
ring in six (21.4 per cent). We have concluded 
that operation in this group was not justified. 


We may generalize by saying that operation was 
of immediate or ultimate benefit in approximately 
one-half of the patients and of no obvious benefit 
in the other half of the patients in this group. 


There were no deaths in the entire series and 
the only complication in the pre-employment group 
was a delayed superficial wound infection which 
rapidly regressed under conservative management. 
There have been no recurrences. The economic 
benefit to the patient is reflected in the fact that 
75 per cent have been gainfully employed since 
operation. The majority of these (64 per cent) 
are employed by the industrial organization which 
had initially refused employment and are presuma- 
bly performing jobs in which they have some de- 
gree of special skill. 


Discussion 


We present this small group of patients with 
some apologies but they do provide objective data 
of a type which is difficult to acquire and which 
is pertinent to a problem which has been disturbing 
to us. It is the rare surgeon who has not, with 
some reticence, been forced to operate upon pa- 
tients in whom he doubted the presence of hernia 
and merely “snugged up” the external inguinal 
ring when a hernia was not found. Such operations 
are usually performed to pacify the medical ex- 
aminer rather than, in the opinion of the surgeon, 
'o provide any lasting benefit for the patient. 


The problem was familiar to many’surgeons in 
militar: 


life. Many conscientious young men, de- 
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sirous of fulfilling their military obligations or of 
advancing themselves in an impersonal military 
environment after induction by attending special- 
ized schools, were forced to submit to surgical cor- 
rection of relatively minor abnormalities of the 
inguinal region. A tight external inguinal ring was 
seemingly an essential prerequisite for admission 
to many desirable assignments. Although disquali- 
fication was largely a matter of individual inter- 


pretation on the part of the examiner, the decision 


once made was difficult to reverse. 

We have no quarrel with the insistence upon 
careful and strict examination of the inguinal 
canal and upon the immediate correction of her- 
nias when discovered, It represents good surgical 
practice. Evaluation of defects of the inguinal 
area are frequently difficult however and even the 
most experienced surgeon or examiner is entitled 
to an occasional error. This is particularly true 
when abnormal fat deposits occupy the inguinal 
canal and are forced through the external ring 
during diagnostic maneuvers. The evaluation and 
disposition of men with abnormalities of the ex- 
ternal inguinal ring constitutes a problem of much 
ereater magnitude. ; 

There is a prevalent opinion among most sur- 
geons and many medical examiners that the con- 
figuration of the external inguinal ring has little 
bearing upon the subsequent development of in- 
guinal hernias.° There is no evidence that relaxed 
rings detract from the support of the inguinal wall 
or that they are associated with other anatomical 
variants which predispose to weakness of the wall. 
Congenital peritoneal sacs and defects in the pos- 
terior inguinal wall (the transversus abdominis 
aponeurosis and the fused transversalis fascia) are 
the anatomical defects which are most rationally 
held to be at fault.* Clinical observation in general 
tends to support this concept, though factual data 
is sparse. Flack’ has noted relaxed external inguinal 
rings in approximately 10 per cent of men between 
the ages of twenty and forty seeking employment 
in oil fields. He has had an opportunity to follow 
these men, who were not operated upon, and has 
not found the incidence of the subsequent develop- 
ment of hernia to be greater among them than 
among men with small rings. 


In contrast to this there is a lingering belief in 
the minds of many medical examiners that the 
presence of relaxed external rings does increase the 
susceptibility of an individual to the development 
of hernia. This has become engrained in legal au- 
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thority as well.? Industrial compensation boards 
are inclined to rule that any hernia which develops 
on the job is compensable and will not honor a 
waiver of responsibility for their development. As 
long as acceptance of such men for work consti- 
tutes a potential financial liability, one cannot 
criticize an industrial organization too severely for 
refusing these individuals employment. 

The medical examiner finds himself impaled 
squarely between the horns of a dilemma. On the 
one hand, he must consider his responsibility to the 
industry for which he is examining and, on the 
other, his responsibility to the individual whom he 
may force into an operation. All too frequently in 
equivocal situations he rules against the best in- 
terest of the individual because of uncertainties of 
the natural history of minor abnormalities of the 
external inguinal ring. We believe that rejection 
of such individuals from employment is based up- 
on erroneous concepts. 

Once rejection has been accomplished, the sur- 
geon in turn faces the dilemma of deciding wheth- 
er to operate to correct an anatomical variant 
which he feels to be of no importance, actually 
or potentially, or of refusing humanitarian aid to 
a deserving patient. Unless he can fortuitously in- 
fluence a reversal of the erroneous diagnosis, be- 


cause of economic pressure upon his patient he 
may be influenced to carry out an operation which 
he does not feel to be indicated. Should he refuse 
to operate, the patient must either seek out another 
surgeon with less rigid standards or accept less 
gainful or less desirable employment. Neither 
course is very satisfying. 


In our opinion, many so-called “hernia repairs” 
are being done at present because of economic 
pressure rather than sound surgical judgment. This 
constitutes a medical and economic problem upon 


which greater attention should be focused. There 
is a great need for the accumulation of factual 
data regarding the natural history of patients with 
minor abnormalities of the inguinal canal. And 
there is an equally great need for engendering a 
feeling of greater responsibility by the medical ex- 
aminer toward the individual, with wider use of 
consultation before rejection from employment be- 
cause of inguinal abnormalities. Only by co-or- 
dinated study and effort can such unnecessary op- 
erations upon the inguinal canal be curtailed. 


Summary 


1. A small group of twenty-eight patients, re- 
fused employment because of abnormalities of the 
inguinal canal, have been studied and operated 
upon. 

2. The pre-employment diagnosis of inguinal 
hernia was confirmed at operation in 53.5 per cent 
of these. The diagnosis was not confirmed in 46.5 
per cent. 

3. Many operations presently being performed 
upon the inguinal wall are indicated by economic 
pressures rather than by sound surgical principles. 
Basic problems are involved which are deserving of 
greater attention and study. 
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HYPOTHYROIDISM 
(Continued from Page 1183) 


3. Non-iodine salt should te used in hypo- 
thyroidism. 

4. All cases were helped by taking thyroid 
extract. 

5. Cases of depression and overeating were 
helped by taking desoxyphedrine. 
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6. A number of other conditions had to be 
treated at the same time to get patients feeling 
better. 

7. Quite a few hypothyroid patients possessing 
an ambivalent attitude toward society can be re- 
claimed through medication, diet and psychother- 
apy as integrated individuals of greater usefulness. 
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Benign and Malignant Lesions 
of the Esophagus 


By Lawrence Reynolds, M.D. 
Detroit, Michigan 


NLY within the last few years have the 
lesions of the esophagus been made accessible 
to major surgical procedures. The very rapid ad- 
vances in surgical technique in association with the 
almost unbelievable advances in anesthetics have 
brought many of the lesions of the esophagus with- 
in the province of the surgeon. Therefore, it be- 
hooves us not only to acquire a knowledge of the 
physiology of the esophagus and its roentgen 
manifestations but to be familiar with the various 
pathologic lesions which involve the esophagus. 
As is well known, the symptoms of esophageal 
disease are principally manifested by difficulty in 
swallowing and are often associated with sub- 
sternal discomfort. These symptoms occur in ef- 
forts to swallow solid food and at a later stage 
may accompany the swallowing of even liquids o1 
saliva. It is a known fact that we all swallow 
saliva without any sensation of conscious realiza- 
tion of such an act. However, in esophageal ob- 
struction the inability to swallow food becomes 
serious, and the inability to swallow saliva is even 
more serious because the quantity of saliva 
throughout the twenty-four hours must be ex- 
pectorated or drooling will occur, particularly 
during sleep, as the saliva tends to accumulate in 
the throat and may pass into the tracheobronchial 
passages, producing cough. Coughing may be 
one of the “alarm” symptoms of an esophageal 
lesion. The symptoms which have just been de- 
scribed not only exist in benign but also in the 
malignant lesions of the esophagus, so the symp- 
toms themselves are not definitely indicative of 
the type of lesion which may be subsequently 
found. It is of paramount importance that lesions 
of the esophagus be diagnosed and treatment in- 
stituted in the hope of restoring the nutrition of 
the body. 

Among the more distressing benign lesions of 
the esophagus is cardiospasm, or achalasia. This is 
a disease of unknown etiology, producing a spasm 
°r coniriction in the distal end of the esophagus 
which prevents free passage of food into the stom- 
ach. The esophagus in time becomes increasingly 
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dilated above the constriction, and as the dilatation 
continues, the esophagus may distend sufficiently 
to occupy a large part of the right chest, displac- 
ing to a more or less extent certain portions of the 


It is also observed that a dilated 
esophagus rarely extends to the left of the medi- 
astinal area, though at the upper or cephalic 
tracheal area the esophagus may extend to the 
left if the dilatation becomes marked. The roent- 
gen diagnosis of cardiospasm is not difficult if the 
patient receives a proper fluoroscopic and detailed 
film study of the esophagus. However, one must 
constantly keep in mind that the expression of 
cardiospasm may not be intrinsic in the esophagus 
but may be secondary to a gastric neoplasm in- 
volving the cardiac portion of the stomach. 


right lung. 


It is well known that the patient may experience 
relief from the symptoms of cardiospasm from 
time to time, and if the patient is examined dur- 
ing the time he is more or less symptomless, a 
lesion of the cardiac end of the stomach produc- 
ing the cardiospasm may be completely overlooked. 
It is of greatest importance that the patient have 
a complete x-ray examination of the esophagus 
during the time that he is experiencing his greatest 
difficulty in swallowing. With the proper technique 
in the roentgen examination a lesion of the cardiac 
end of the stomach producing the “cardiospasm” 
may be demonstrated. One of the most helpful 
methods in the examination of the esophagus in 
a suspected lesion of the cardiac end of the stomach 
is to distend the cardiac end of the stomach with 
bicarbonate of soda or with one of the carbonated 
beverages. Even a small lesion occupying the 
cardiac end of the stomach may be demonstrated 
by this procedure. The lesion may be comp'etely 
overlooked if barium only is administered. Once 
the lesion is demonstrated by the use of carbonated 
beverage or bicarbonate of soda, further studies 
may be instituted with the use of “thin barium 
solution.” With proper positioning of the patient 
additional information may be obtained regarding 
the extent of the lesion in the cardiac end of the 
stomach. 

Other lesions of a benign nature which may in- 
volve the esophagus are ulcers. Peptic ulcers of 
the esophagus are much more frequent than is 
generally appreciated. As is well known, they are 
frequently associated with ulcer of the stomach 
and duodenum, and it is presumed that this as- 
sociation of ulcers of the cardiac end of the esoph- 
agus probably results from regurgitation of gastric 
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juice into the esophagus. This regurgitation of 
gastric juice into the esophagus may be due to 
inadequate sphincter control at the esophageal 
hiatus or, as has been stated, insufficient function 
of the diaphragmatic muscles. 


The diagnosis of ulcers of the esophagus is 
not always easy but with roentgenographic studies, 
including of course a careful fluoroscopic study, 
most ulcers of the esophagus may be demonstrated. 
In our experience, ulcers of the esophagus occur 
most frequently in the distal portion of the esopha- 
gus, and we have also observed ulcers of the 
esophagus associated with hernia of the stomach 
through the esophageal hiatus. As in the stomach 
itself, ulcers of the esophagus may vary as regards 
their size and depth, and may be difficult to 
demonstrate unless the most careful type of roent- 
gen examination—utilizing the so-called “spot” 
film device—is instituted. Ulcers of the esophagus 
may produce a marked degree of cardiospasm in 
the area of the ulcer and cause difficulty in swal- 
lowing. If the ulcer be of sufficient size the 
mucosal pattern of the esophagus may be changed, 
and not infrequently the ulcer and its associated 
changes in the esophageal mucosa may give one 
the impression that it is a neoplastic process with 
ulceration. The roentgenologist should be on his 


guard in the interpretation of such lesions, as 
many of the ulcers of the esophagus are amenable 
to medical treatment; however, certain types of 
ulcer that do not respond to medical treatment 
must be surgically treated. 


Esophageal diverticula are not uncommon. We 
are all familiar with pharyngeoesophageal diver- 
ticulum, so-called Zenker’s diverticulum (Zenker 
was the first to describe this type of lesion). Zen- 
ker’s diverticulum is fairly common, and it may 
be quite small and yet be productive of symp- 
toms, such as some difficulty in initiating the 
swallowing act, or be the causative factor in a 
persistent “hacking” type of cough. Zenker’s di- 
verticulum occurs at the triangle of Lanier, which 
is one of the weakest spots in the pharyngoesopha- 
geal area. If the diverticulum is large it may be 
productive of more distressing symptoms. It is 
remarkable, however, how a patient soon accus- 
toms himself to a large Zenker’s diverticulum 
without the more distressing symptoms frequent- 
ly seen in the small diverticulum in the region of 
the triangle of Lanier. (We observed one patient 
who said if he swallowed a dozen oysters before 
he started to eat his main meal he had no diffi- 
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culty in swallowing. Of course, this was due to 
the fact that he completely filled the Zenker’s 
diverticulum with the oysters, leaving no room 
for the remainder of the repast.) To detect a 
Zenker’s diverticulum requires careful examina- 
tion, as do all studies of the esophagus. Many 
reontgenologists are so interested in the esopha- 
gogastric portion of the esophagus that they fail 
to fluoroscope carefully the pharyngoesophageal 
area. So often a Zenker’s diverticulum is un- 
suspected by the clinician, and the radiologist who 
is more interested in the cardioesophagus may 
completely overlook lesions in the pharyngoeso- 
phageal area. 

Traction diverticula occur most frequently in 
the mid zone of the esophagus near the tracheal 
bifurcation—rarely in the distal third of the 
esophagus. These traction type of diverticula are 
rarely symptom producing unless they be of con- 
siderable size, and even then they may be symp- 
tomless so far as the patient is concerned until 
his attention is called to the presence of the di- 
verticulum. 


Strictures of the esophagus are being encoun- 
tered much less frequently than formerly. We are 
all familiar with the strictures of the esophagus 
resulting from the ingestion of corrosive substances, 
and lye is the most frequent etiological agent. 
Contrary to what many of us think, these strictures 
may occur at any age but, of course, are much 
more frequent in children. Thanks to the educa- 
tional program that has been carried out during the 
last several years corrosive strictures of the esopha- 
gus are much less frequent than they were former- 
ly. Caustic substances, as would be expected, pro- 
duce strictures throughout the esophagus. How- 
ever, the most extensive damage is frequently 
noted at the points of normal constriction—namely, 
the pharyngoesophageal area, at the level of the 
transverse arch of the aorta, at the level of the 
bifurcation of the trachea, and less frequently 
the distal portions of the esophagus. An extensive 
fibrosis, as well as stenosis, rapidly develops from 
the deglutition of the caustic solutions and re- 
quires immediate adequate treatment, the discus- 
sion of which I will not enter into. 

There are other types of strictures which are 
seen in the esophagus in increasing numbers, pat- 
ticularly among the older group of patients. Many 
of these patients give a history of drinking hot 
liquids, such as hot coffee and tea, over long 
periods of time. This type of stricture is most 
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often seen at or about the level of the tracheal 
bifurcation. This type of stricture must be differ- 
entiated from the malignant lesions of the esopha- 
gus, as they occur in that age group. 

A short time ago Schatzki and Gary listed a 
group of cases exhibiting dysphagia which was 
due to diaphragm-like localized narrowing in the 
esophagus in its lower third, and they designated 
it “the lower esophageal ring.” The patient’s first 
complaint was an intermittent type of difficulty in 
swallowing, and the roentgenologic picture was 
characterized by a concentric smooth diaphragm- 
like narrowing in the lower esophagus, approxi- 
mately 5 cm. above the diaphragm. 

The ring was present constantly and did not 
change its position in any of the patients who were 
examined. It was easily visible when the esophagus 
above and below was filled enough to dilate to a 
caliber greater than the diameter of the ring. When 
the esophagus collapsed following the passage of 
barium into the fundus of the stomach, the remain- 
ing coating showed a change in the mucosal pat- 
tern starting at the level of the ring, even though 
the ring itself was no longer visible. This smooth, 
concentric ring was usually 2 to 4 mm. thick and 
always constricted the caliber of the esophageal 
lumen to the same diameter in a given patient. 

Interesting enough, there was no delay in pas- 
sage of the barium mixture even if the narrowing 
at the site of the esophageal ring was marked. Solid 
food, however, occasioned some difficulty in swal- 
lowing in some patients. 

The dysphagia which the patients exhibited 
varied from one to nine years, and during this time 
had become progressively more severe. Curiously 
enough, in spite of the symptoms of which the pa- 
tient complained, only one patient in their series 
had loss of weight, but all usually experienced diffi- 
culty in swallowing solid food. 

In their group of cases the roentgenological pic- 
ture was so characteristic that most of the usual 
causes of dysphagia could be excluded. The 
smoothness and thinness of the ring eliminated 
cancer. A web, such as seen in Plummer-Vinson’s 
syndrome, did not enter into the differential diag- 
nosis in their group of cases because of the thick- 
hess of the lesion, its location, the absence of ane- 
mia, and the sex of the patient. Again there was 
no evident similarity to cardiospasm. The dia- 

Phragm-like short segment of narrowing in their 
observation was completely different from the awl- 
shaped stenosis in cardiospasm. In contrast to 
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cardiospasm, the esophagus above the narrowing 
appeared normal, and finally, there was no delay 
in emptying of the esophagus, as is seen in cardio- 
spasm. However, fibrosis in the lower esophagus, 
as produced by a healed ulcer or by so-called re- 
flux esophagitis, simulates the ring more than any 
other lesion in the distal third of the esophagus, 
and it required careful differentiation from these 
two conditions to determine whether the constric- 
tion was the result of healing of an ulcer or was 
due to the “lower esophageal ring.” 

In cases which were operated upon it was found 
that the constricting ring coincided with the her- 
niated esophagogastric juncture. They also ob- 
served that a similar ringlike structure was fre- 
quently seen in patients who exhibited no dyspha- 
gia. The exact nature of the ring, as determined 
by their cases, was not known. 

It is of importance that we be aware of the 
existence of such a so-called lower esophageal ring 
in order to differentiate it from other lesions in 
that region of the esophagus, principally constric- 
tion of the esophagus incident to a healed esophag- 
eal ulcer. 

Benign tumors of the esophagus -have been 
thought to be rare, but they are being seen in in- 
creased numbers due to the fact that in most hos- 
pitals and clinics a study of the patient’s chest is 
not considered complete unless the esophagus is 
examined; and with the greatly increased interest 
in cardiac and aortic lesions of all types, the em- 
ployment of the barium swallow during the fluoro- 
scopic and film studies of the chest is of paramount 
importance. Therefore, tumors of the esophagus 
which are classified under the general term, be- 
nign tumors, are seen with increased frequency. 
These benign tumors of the esophagus may or may 
not produce obstructive symptoms. Very frequent- 
ly they are symptomless and are accidentally dis- 
covered. They may produce symptoms not imme- 
diately referable to the esophagus itself, but may 
produce symptoms referable to the left shoulder 
or, in one of our cases, the diaphragm, the patient 
being sent with a clinical diagnosis of pleurisy in- 
volving the left hemothorax. The patient had no 
esophageal symptoms, and a benign extraluminal 
neurofibroma was later removed from the proxi- 
mal third of the esophagus. Upon removal of this, 
the patient’s pleuritic pains completely disap- 
peared. 

The various benign tumors that may involve the 
esophagus are leiomyoma, which represents the 
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most common of the benign lesions seen in_ the 
esophagus; cysts are not too common but they are 
seen with increasing frequency. According to Boyd 
and Hill, these esophageal cysts “occurring in the 
thorax and lined with gastrointestinal or respira- 
tory epithelium, have been described under many 
terms, including: intrathoracic cysts of foregut 
origin, paraesophageal cysts, diverticula of the 
esophagus, duplications of the alimentary tract, 
conglomerate gastroenteric cysts, gastrogenic cysts, 
accessory esophagus or accessory stomach, entero- 
cystomas and esophagenic cysts.” In our own ex- 
perience esophageal cysts are extremely uncom- 
mon. 

One of the more common benign lesions of the 
esophagus in our experience is fibroma. This type 
of benign tumor may be completely symptomless 
and be an accidental discovery. 

Polyps of the esophagus are seen with increasing 
frequency and in one patient in our series of cases 
the polyp occurred in the mid-zone of the esopha- 
gus just distal to the tracheal bifurcation, and the 
polyp produced some obstruction to the lumen of 
the csophagus—sufficient at times to cause symp- 
toms of asthma. The patient was ‘treated for a 
number of months because of asthmatic attacks, 
without the underlying cause of the so-called 
asthma being detected until the patient entered 
the hospital in acute respiratory disturbance one 
evening following dinner. At the time of fluoros- 
copy of the chest there was noted a fluid level 
which proved to be fluid in the esophagus. There 
was sufficient pressure on the trachea by the fluid 
to cause the asthmatic attack. There was rather 
marked dilatation of the esophagus proximal to 
the polypoid lesion. The polyp was later removed 
and the patient’s asthmatic attacks completely div- 
appeared. 

A rarer type of lesion of a benign nature is he- 
mangioma of the esophagus. We have not observed 
such an esophageal lesion. 

With careful study, the radiologist is able to dif- 
ferentiate the benign lesions from the malignant 
lesions of the esophagus with a considerable degree 
of accuracy. 

Schatzki has shown both clinically and experi- 
mentally that mucosal, extramucosal and extrinsic 
lesions pressing on the esophagus have certain dis- 
tinguishing characteristics. The mucosal lesions are 
usually irregular, polypoid, and tend to ulcerate 
whereas the submucosal lesions are smooth and 


rarely ulcerate. In addition, extramucosal lesions 
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are often demonstrable as large, soft tissue masses 
outside the lumen of the esophagus, in contrast to 
the mucosal tumors. 

In malignant lesions of the esophagus the muco- 
sal outline of the esophagus is usually irregular. 
whereas the extramucosal tumors produce a sharp- 
ly defined outline forming a more or less abrupt 
angle with the outline of the uninvolved mucosal 
lining of the esophagus. It is well known, of course. 
that extrinsic tumors of the esophagus which be- 
come attached to it over a wide area of the esoph- 
ageal circumference produce an outline similar to 
that of an extramucosal tumor. This is particularly 
true of large lymph node involvement adjacent to 


‘the esophagus associated with tuberculosis or neo- 


plasm. 

Benign esophageal tumors may be diagnosed 
with certainty with the barium swallow and care- 
ful fluoroscopy accompanied with film studies at 
the time of the barium swallow. 

There is a somewhat rarer condition of the esoph- 
agus, the so-called Plummer-Vinson syndrome. 
The outstanding symptom is dysphagia. There is 
associated organic stenosis—-namely, web forma- 
tion. This lesion often goes completely unrecog- 
nized becaused of the difficulty of its recognition 
roentgenoscopically and roentgenographically: 
however, it can be demonstrated if careful studies 
of the esophagus are instituted. It is thought by 
some that Plummer-Vinson disease is a precan- 
cerous condition. 

Carcinomas of the esophagus are seen with in- 
creasing frequency and this is explicable on the 
basis of a greater number of people reaching more 
advanced age. The nature of carcinoma of the 
esophagus, its rapid progress, and its tendency to 
metastasize pose a real problem for the internist. 
the radiologist and the surgeon. Too frequently 
only palliative measures, even of a surgical nature. 
are required due to the distressing symptoms of in- 
ability to swallow, and the prolongation of the 
patient’s life may be only for a few months. Would 
it be possible to diagnose these cases at an early 
stage with the hope that an increased number o! 
cures might be obtained? Too often the patient 
consults his physician when the disease is far ad- 
vanced because such symptoms as substernal dis- 
comfort and minimal inability to swallow are 1 
nored by the patient until the neoplastic process 
assumes an extensive nature. As might be expected. 
the most common symptoms of carcinoma of the 
esophagus are manifested in difficulty of swallow- 
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ing. All patients who have carcinoma of the esoph- 
agus eventually develop this symptom. The pa- 
dent may only complain of dysphagia when it be- 
comes persistent and progressive in nature, As 
has been observed, the symptoms may not be 
constant but may fluctuate with relapses and ex- 
acerbations. Not infrequently the patient may lo- 
cate the level of the esophageal obstruction with 
considerable accuracy as has been observed when 
the lesion is definitely identified by proper exami- 
nations. Often the point at which the patient lo- 
calized the lesion beneath the sternum may be at a 
higher level than the actual lesion. This is easily ex- 
plained by the fact that distention of the esophagus 
usually occurs and the patient is apt to indicate the 
lesion at the level of the most distended part of the 
esophagus. Brown has pointed out in his discussion 
of carcinoma of the esophagus that the patient 
rarely points to a lower level than the site of the 
esophageal carcinoma. It was usually above the 
level of the carcinoma of the esophagus, as actual- 
ly determined in proper examination. Quite natu- 
rally one of the symptoms accompanying carcinoma 
of the esophagus is loss of weight. This may be 
rapid or slow, depending upon the extent of oc- 
clusion of the lumen of the esophagus by the malig- 
nant growth. 


Too frequently the symptoms of which a pa- 
tient complains may be dismissed as of no conse- 
quence until the lesion of the esophagus reaches 
a very advanced stage. The diagnosis of carcinoma 
of the esophagus may be made with considerable 
accuracy by proper roentgen studies, though the 
employment of esophagoscopy is in many instances 
a necessary procedure to arrive at a correct diag- 
nosis. 


The characteristic malignant lesions of the 
esophagus which present definitely pathologic 
signs in the roentgen studies are the irregularity 
of the esophageal lumen at the site of the carci- 
noma and the reduction in caliber of the lumen 
of the esophagus. A fairly accurate diagnosis may 
be arrived at with proper studies. 


One should always keep in mind the possibility 
of a malignant lesion involving the cardiac end of 
the stomach as a causative factor in dysphagia. 
This cannot be too strongly emphasized, as lesions 
about the esophageal orifice in the cardiac end of 
the stomach may produce symptoms of difficulty 
in swallowing and the tumor itself may be quite 
‘mall in size, If the examination of the esophagus 
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is entirely negative, carcinoma at the cardiac end 
of the stomach must be kept in mind. 

Carcinoma of the esophagus may involve any 
portion of the esophagus, but occurs most frequent- 
ly in the distal portion of the esophagus; the next 
area, in our experience, is in the mid-portion of 
the esophagus, in or near the tracheal bifurcation; 
and the third site for carcinoma of the esophagus 
is in the region of the pharyngoesophageal area. 
Lesions occurring in this area spread quite rapidly 
to adjacent lymph nodes of the neck and upper 
mediastinum. Minimal lesions in the mid-portion 
of the esophagus extend to the paratracheal lymph 
nodes and paraesophageal lymph nodes. Carcino- 
mas involving the distal third of the esophagus 
spread to the paraesophageal lymph nodes, as well 
as to the lymph nodes in the celiac axis. 

The complicating factors in carcinoma of the 
esophagus are those involving the lungs themselves. 
where there is actual extension of the tumor into 
the bronchus; or else the obstructive lesion in the 
esophagus causing aspiration of the esophageal 
contents into the trachea, bringing about a chronic 
type of penumonic process due to the presence of 
foreign particles in the bronchi and alveoli from 
the inhalation of the esophageal contents into the 
trachea. 

If we are to bring about an increase in the per- 
centage of cures of carcinoma of the esophagus 
from the present low level, patients presenting 
dysphagia of any type must have careful fluoro- 
scopic and film studies of the esophagus at an ear- 
lier period than is being done at the present time 
in the radiological departments of the hospitals 
and clinics. Too, more careful roentgen studies 
must be generally instituted than are being done 
at the present time. The esophagus lends itself to 
careful studies in the identification of abnormali- 
ties of this structure. The lesion may not always 
be definitely diagnosed by roentgen studies, but 
its presence and the accuracy of its location are 
possible if examinations are carefully done. 

There are, as recently reported by Franklin, cer- 
tain simple conditions of the esophagus which 
simulate cancer. He presents four cases in which 
the symptoms and radiological signs led to an er- 
roneous diagnosis of carcinoma of the esophagus. 
In his cases they all gave a history of progressive 
dysphagia for fairly long periods of time, and some 
of his cases exhibited a scoliokyphosis. He found 
at operation in.all of these four cases that the 
lower end of the thoracic esophagus was grossly 
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thickened, and upon opening the lumen of the 
esophagus it was found to be quite narrowed but 
there was no evidence of carcinoma. Upon removal 
of the portion of the involved esophagus and sub- 
sequent histological examination of the specimen, 
it was shown that the lumen would just admit 
a 2 mm. probe and that the esophageal wall 
at the point of stenosis was about 14 mm. thick, 
the greatest increase in thickness being in the sub- 
mucosa. The esophagus at the site of stricture had 
lost its epithelium, being lined by nonspecific 
granulation tissue made of young capillaries, 
fibroblasts, polymorths, macrophages and lympho- 
cytes. Outside this layer and replacing the sub- 
mucosa was a layer of collagen, 5 mm. thick, in- 
filtrated with plasma cells, polymorphs and eosino- 
phils. The whole picture presented that of a 
chronic nonspecific esophagitis with stricture for- 
mation. We have observed similar types of cases, 
and the differentiation from carcinoma of the 
esophagus roentgenoscopically and _roentgeno- 
graphically is not always easy. But, as a rule this 
type of lesion of the esophagus exhibits less ir- 
regularity of the mucosal lining than does carcino- 
ma, and this may be a helpful point in differen- 
tiation. However, the lesion demands surgical in- 
tervention and its recognition roentgenoscopically 
and roentgenographically should be made, and the 
extent of the lesion made available to the surgeon. 

We have discussed certain lesions of the esopha- 
gus which may be recognized if the proper radio- 
logic studies are instituted. It is the function of 
the clinician to have these patients examined at an 
earlier period in their illness or discomfort if fur- 


ther progress may be made in the alleviation of 
the distressing symptoms, particularly those asso- 
ciated with carcinoma of the esophagus and the 
strictures of the esophagus simulating carcinoma. 

In the discussion of the esophageal lesions we 
have, due to space limitations, completely disre- 
garded that very important subject of arterial 
malformations which cause compression of the 
trachea or esophagus. This subject is of such im- 
portance and is so timely we cannot forego this 
opportunity of mentioning it. If one is not familiar 
with the recent discussion of these lesions by Gross, 
he should at once avail himself of the opportunity 
of reading this most important contribution. 
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ALKALINE TREATMENT OF ACUTE ALLERGIC SHOCK 


(Continued from Page 1199) 


physician produced in his patient. He will be . 


able to treat such disasters with the confidence 
that our experience has given us. 
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Small Intestinal Rupture from 
Non-penetrating Abdominal 
Trauma 


By Thomas Geoghegan, M.D., E. James Gordon, 
M.D., and Brock E. Brush, M.D. 


Detroit, Michigan 


UPTURE of the intestine from trauma which 

does not penetrate the abdominal wall has 
been due to industrial accidents in the majority 
of the cases seen at the Henry Ford Hospital 
during the last twenty-five years. These accidents 
lie in three categories: crushing accidents in which 
the patient was pinned between a moving vehicle 
or machine and a stationary mass; blows from ob- 
jects falling from a height or propelled with force 
from a power source; and falls, in which the 
patient struck his abdomen on a hard object. 
Sixty per cent of the injuries in this series resulted 
from such accidents. The remaining resulted from 
The pre- 
ponderant ratio of industrial accidents is no doubt 
related to the concentration of industry in this 
locality. Other surveys, such as that of Bosworth 
in the New York City area, have yielded a higher 
ratio of traffic injuries.. The mildest injury pro- 
ducing intestinal rupture in our patients was a 
simple fall to the sidewalk. A sixty-three-year-old 
man in good health fell while walking toward his 
home and ruptured his distal ileum. 


traffic accidents with one exception. 


Incidence 
Rupture of the intestine from non-penetrating 
trauma to the abdomen is not a common lesion. 
During the past twenty-five years nineteen cases 
have been seen in the Henry Ford Hospital. In 
the six metropolitan hospitals in the New York 
area surveyed by Bosworth the lesion was en- 
countered once in every 10,000 to 20,000 ad- 
admissions during a ten-year period.1 Bowel 
rupture secondary to the introduction of liquid 
or gas under pressure into the intestinal lumen 

is not included in this study. 


Prognosis 
In addition to their comparative infrequency 
This study was presented at the American College of 


Surgeons Regional Committee on Trauma Symposium, 
Ann Arbor, May, 1954. 


‘ From the Department of General Surgery, The Henry 
ord Hospital, Detroit, Michigan. 


Ocrozer, 1955 





these cases have been noted for their poor prog- 
nosis. After collecting all of the reported cases 
between 1935 and 1942 with a total mortality of 
61 per cent, Poer and Woliver commented, “The 
treatment up to now has been significantly un- 
This part of the picture shows 
evidence of changing. In the first five years 
covered in this report (1928-1933) four cases were 
treated with a mortality of 75 per cent. During 
the last five years (1948-1953) five cases were 
treated, none of whom succumbed. 


successful.”? 


Age and Sex 
The patients in this series were all males be- 
tween twenty-one and seventy-seven years of 
age. The majority were in the third to fifth dec- 
ades of life. 


Symptoms and Signs 


The usual lapse of time from injury until the 
patient was seen in the emergency room was about 
two hours. Upon first being seen, signs of peri- 
toneal irritation were present in the form of ab- 
dominal tenderness and rigidity, either localized 
or generalized, in all patients. An elevated leuko- 
cyte count was always obtained, although the ini- 
Shoulder 
pain was present in three cases, none of whom had 
fractures of the spleen. Of the ten patients who 
had x-rays of the abdomen, free air was visual- 
ized in three. Three patients had absent bowel 
sounds. One patient had a systolic blood pressure 
below 100 mm. of Hg. 

Only one patient had associated traumatic le- 
sions of significance. In most instances the pa- 
tients had no pre-existing abdominal disease. One 
patient with a rupture of the terminal ileum fell 
on the truss he wore for an inguinal hernia. The 
single patient with a duodenal perforation had a 
history of peptic ulcer. 


tial count was not always abnormal. 


Site of Lesion 


It is a commonly taught principle that rup- 
ture of the intestine through the intact abdominal 
wall involves segments of gut which are fixed in 
position by a short mesentery. If this teaching 
were accurate, one would expect the duodenum 
to be the most common site of small bowel rup- 
ture. However, in our series, as well as in oth- 
ers,’? perforations of the jejunum and ileum are 
far more common. No cases of rupture of the 
stomach or colon from this type of injury were 
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TABLE I. SITE OF INTESTINAL PERFORATION FROM 
NON-PENETRATING ABDOMINAL TRAUMA 


waza “Deaths 
0 


Site Cases 


The duodenum was involved 
in but one instance. The jejunum was the site of 
the lesion in nine cases. In four of these the per- 
foration was within 60 cm. of the ligament of 
Treitz; in three it was more than 60 cm. from the 
ligament of Treitz; in two the exact site was not 
specified. Perforations of the ileum accounted for 
nine cases, six of which were within 60 cm. of 
the ileocecal junction. Two were more than 60 


found in our files. 


cm. from the ileocecal junction, and the remaining 
site was not specified exactly. The antimesenteric 
border was most often the involved side. 


Mechanism of the Rupture 


Poer and Woliver, discussing the mechanism of 
intestinal rupture from non-penetrating trauma, 
state, ““Most frequently such perforations result 
from a crushing injury in which the external force 
compresses the bowel against the spine or pelvic 
bones. Occasionally tearing injuries may result 
from a violent force being applied at a tangent to 
the body. Bursting injuries of the normal bowel 
are rare, except those which result from the intro- 
duction of air into the anal canal.”? It is our be- 
lief, however, that the majority of ruptures of the 
bowel 
bursting injuries. 


from nonpenetrating trauma _ represent 


When a sudden force is applied to the abdomi- 
nal wall, the increase in the intra-abdominal and 


intra-peritoneal pressure is transmitted to the hol- ° 


low viscera. The length and tortuosity of the in- 
testinal tube is such that the sudden increase in 
pressure in the mid portion of the gut may not 
be dissipated by release through its open ends. 
The pressure reaches a maximum at a point near 
a turn or kink in the bowel which provides a 
trap for the fluid and gas. It is at this point where 
a rupture occurs. 

In order to determine if the sudden application 
of a force to the intact abdominal wall can induce 
a critical rise in the pressure within the lumen of 
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the bowel, the following experiment was doie on 
anesthetized dogs. Hydrostatic bags containing 
saline were placed in various portions of the bowel 
and peritoneal cavity and connected to a mano- 
metric system. The pressures in these sites were 
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The /apse between injury and operation 


Fig. 1. Graph depicting the relationship between the 
time of operative intervention and prognosis in cases of 
intestinal rupture from  non-penetrating abdominal 
trauma, 


then measured as graded forces were applied to 
the anterior abdominal wall of the supine animal. 
Eight food-pounds of force produced an increase 
in the pressure in the distal ileum of 300 mm. of 
Hg. With identical force the pressure in the peri- 
toneal cavity showed a similar response with more 
marked reciprocal changes coincident with the re- 
bound of the abdominal wall. 

According to Wangensteen,’ the bursting strengtn 
of canine small bowel is between 300 and 1000 
mm. of Hg, and that of human small bowel be- 
tween 140 and 260 mm. of Hg. The experimental 
findings indicate, then, that when an external force 
is applied to the abdomen, the pressure in the 
intestine may approach the bursting strength of the 
normal intestinal wall. This provides a more sat- 
isfactory explanation for the rupture of the intes- 
tine than that of direct mechanical crushing. 


Treatment 
The interval which occurs between rupture of 
the bowel and the institution of operative treat- 
ment is the most important single factor in the 


patient’s recovery. In cases in which this interval 
exceeded twelve hours the mortality rate was 66 
per cent. When the interval-was less than twelve 
hours the mortality rate was 14 per cent (Fig. !). 
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The two patients who survived a delay of more 
than twelve hours were treated with long tube 
suction, and penicillin and streptomycin initially. 
Although their survival indicates the value of this 
treatment, their prolonged convalescence and _ in- 
creased postoperative complications emphasize the 
importance of early operation. Intestinal decom- 
pression and antibiotics should be employed to- 
sether with indicated blood and fluid replacement 
in the preparation of the patient for operation. 

Spinal anesthesia was the most successful anes- 
thesia used in this series. Six cases were done 
under general anesthesia with five deaths. Only 
one of the thirteen cases in which spinal anesthesia 
was employed terminated fatally. Both of the pa- 
tients who died even though operated upon with- 
in twelve hours of injury received general anes- 
thesia. The two patients who survived a delay 
of greater than twelve hours received spinal 
anesthesia. 

In all but three cases closure of the perfora- 
tion with one or more layers of silk or catgut was 
the operative procedure employed. Two cases 
necessitated resection of a segment of bowel with 
end-to-end anastomosis because of multiple per- 
forations or damage to the mesentery. A cecos- 
tomy was performed in one instance in which the 
site of perforation could not be exactly identified. 


The patient in the latter instance did not recover. 


Summary 
|. In this review of nineteen cases of perfora- 
ion of the intestine from non-penetrating trauma 
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jejunal and ileal perforations comprise the bulk of 
the lesions with the jejunal perforations having 
twice the mortality of the ileal perforations. No 
instances of gastric or colon perforations were 
encountered. 


2. Most of the cases resulted from industrial 
accidents. 


3. Prompt surgical therapy with closure of the 
opening in the bowel remains the single most im- 
portant factor in restoring the patient to health. 
Exploration on suspicion is warranted to avoid 
death or prolonged morbidity. 


+. In addition to blood and fluid replacement, 
long tube suction and antibiotics are important 
adjuvants in the preoperative and postoperative 
treatment. These innovations have improved the 
prognosis for patients with this type of injury. 


5. The mechanism of rupture of the intestine 
with an intact abdominal wall is thought to be 
bursting of the intestine due to increased intra- 
luminal pressure rather than direct crushing of 
the bowel. 
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LOOKING BACK FIFTY-FIVE YEARS 
(Continued from Page 1181) 


6. Vaccination against typhoid and preven- 
tive inoculation against diphtheria, pertus- 
sis, typhoid fever, tetanus, smallpox, et 
cetera. 

7. This discovery of the vitamins A, B, C, D, 
E, et cetera. 

8. The development of viosterol. 

9. The discovery of insulin by Banting. 

10. Standardization of medical schools. 

Il. Idea of yearly physical examination. 

12. Liver extract for pernicious anemia. 

13. The sulfonamides. 

l4. Atabrine and the other synthetic anti- 
malarial drugs. 
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15. Estrogenic hormone and testosterones. 

16. Anti-histamines. 

17. Vitamin B,, anti-anemic factor. 

18. Mercurial diuretics. 

19. Penicillin and other antibiotic drugs. 

20. Atomic medicine. 

21. Cortisone and ACTH. 

22. Brain surgery. 

23. Intra-cardiac surgery. 

24. Pulmonary surgery. 

25. Formation of the American Academy of 
General Practice. 


26. Salk polio vaccine. 





Obstetric Management of the 
Rh-sensitized Patient 


By Tommy N. Evans, M.D., F.A.C:S. 
Ann Arbor, Michigan 


S INCE Landsteiner and Weiner provided the 

key to the pathogenesis of erythroblastosis 
fetalis, attempts to prevent isoimmunization and 
its fetal effects have been unsuccessful. Repeatedly 
glimmers of hope of preventing perinatal deaths 
from erythroblastosis have faded with the thera- 
peutic evaluation of Rh hapten,® counterimmuni- 
zation procedures,* cortisone,’ and many other 
substances, Although the final solution of the prob- 
lems created by the incompatibility of ‘maternal 
and fetal blood has not been identified, salvage 
among erythroblastotic infants has been improved 
by the earlier diagnosis of the disease and by better 
methods of treatment. 


Few medical problems have had a wider cover- 
age by the press than this. Since approximately 
15 per cent of Caucasian women are Rh negative, 
a great deal of anxiety has been created by the 
indentification of these women with erythroblasto- 
sis. The alleviation of groundless apprehension by 
placing the problem in its proper perspective con- 
stitutes an important part of the management of 
the obstetric patient. Less than one per cent of 
pregnancies involve erythroblastotic infants. Most 
Rh negative women with Rh positive husbands 
never become sensitized despite repeated pregnan- 
cies with Rh positive infants. Even if isoimmuni- 
zation does occur, subsequent infants may not be 
affected. If the father is heterozygous Rh positive, 
there is a 50 per cent chance that his child will 
be Rh negative. If a couple has not already had an 
erythroblastotic infant, the fetal prognosis with a 
future pregnancy is excellent since the first eryth- 
roblastotic in a family is generally only mildly 
affected and with proper treatment survives with- 
out stigma. The preceding observations justify the 
reassurance of most patients who express concern 
about their Rh status. 


Where facilities are available at any hour for 
the prompt diagnosis and treatment of erythro- 
blastosis, less and less emphasis has been placed on 
antepartum detection of the sensitized mother. 


From the Department of Obstetrics and Gynecology, 
University of Michigan, Ann Arbor. 
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However, when preparations for treatment must 
be made individually, prior identification of the 
Rh sensitized patient assumes major importance. 
Nevertheless, such advance knowledge is a poor 
substitute for constantly available facilities which 
permit performance of the Coombs test on cord 
blood and prompt exchange transfusion of the 
infant. 

Prenatal detection of Rh antibodies in any 
amount in maternal blood or a positive indirect 
Coombs test in any dilution proves only that iso- 
immunization has occurred. This does not neces- 
sarily mean that a current or future pregnancy will 
involve an erythroblastotic infant. Generally, a 
rising antibody titre during pregnancy increases the 
possibility of an erythroblastotic infant. However, 
a rising Rh antibody titre has been observed with 
an Rh negative infant, and also low, and at times 
undetectable, levels of antibodies have been asso- 
ciated with severely affected erythroblastotic in- 
fants.* Because of these inconsistencies, our man- 
agement of the pregnancy and treatment of the 
infant are no longer influenced by the maternal 
Rh antibody titre. After it has been established 
that a mother is sensitized, repetition of such test- 
ing with a subsequent pregnancy seems superfluous. 

Despite the inadequacies of the Rh antibody 
titre as an indicator, there is no more accurate 
method of detecting erythroblastosis prenatally in 
the first infant thus affected. Antepartum roent- 
genography has proved to be disappointing in this 
respect. Prenatal x-ray examinations of fifty con- 
secutive erythroblastotic infants failed to reveal 
evidence of erythroblastosis except when the fetus 
was already dead or nearly so. In the latter in- 
stances, the evidence was not conclusive. It con- 
sisted of hydramnios and extension of the extremi- 
ties in association with questionable distention of 
the fetal abdomen. Therefore, it appears that x-ray 
examination is of practically no value in the pre- 
natal diagnosis of erythroblastosis since the asso- 
ciated changes detectable through this medium 
are inconclusive or appear too late. 

The preceding approach is altered when deal- 
ing with a patient who has had a previous eryth- 
roblastotic infant. The past obstetric history pro- 
vides the best means of anticipating an erythro- 
blastotic infant. After the first affected infant, ex- 
amination of the husband’s blood and determina- 
tion of his probable genotype aid in forecasting 
the obstetric future. If the father is homozygous 
Rh positive and there has been previous erythro- 
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blastosis fetalis due to Rh incompatibility, virtually 
all subsequent infants will have erythroblastosis and 
will be progressively more seriously affected. If 
the husband is heterozygous Rh positive, subse- 
quent infants will have a 50 per cent chance of 
being Rh negative and therefore unaffected.’ Al- 
though there is a small margin of error involved, 
as yet we have encountered only one instance 
where a subsequent infant failed to conform with 
the laboratory determination of the husband’s zy- 
gosity. 


Early neonatal diagnosis of erythroblastosis is of 
major importance. A Coombs test of umbilical 
cord blood with positive and negative controls 
should be carried out on every infant who has 
an Rh negative mother. This will detect all in- 
fants with erythroblastosis except those whose 
mother is Rh positive and the disease is due to the 
major group factors or the small “c” factor. Be- 
cause of these less common possibilities, careful 
attention is given to any baby who develops jaun- 
dice during the first twenty-four to thirty-six hours 
of life. Facilities permitting performance of the 
Coombs test immediately after birth should be 
available. Until the Coombs test is reported as 
negative (within one hour), a 5-inch segment of 
cord is left attached to an infant with an Rh nega- 
tive mother. This facilitates performance of an ex- 
change transfusion when the Coombs test is posi- 
tive and there is an anemia or rapidly developing 
jaundice. With a positive Coombs test and no ane- 
mia at birth, the infant must be observed closely 
with serial hemoglobin determinations because of 


the sudden and massive hemolysis that may occur 
neonatally. 


Prompt initiation of the exchange transfusion 
when indicated may spell the difference between 
death and survival of the infant. For this purpose 
500 ce. of group specific, Rh negative blood is used 
when the infant is Rh positive. When this is not 
available, or in an emergency, group O, Rh nega- 
tive blood with the addition of Witebsky substances 
is used. Utilizing the umbilical vein, the exchange 


transfusion is usually completed within 2 to 3 
hours.*® 


Because of the incidence of erythroblastotic still- 
births and early neonatal deaths, premature inter- 
tuption of pregnancies believed to involve erythro- 
blastotic infants was widely practiced within a few 
years after discovery of the Rh factor. Subsequent 
‘valuation of these results seemed to indicate that 
Octoper, 1955 
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the addition of prematurity decreased the chances 
for survival of the erythroblastotic infant. Because 
of the importance of the degree of fetal maturity, 
preterm, but not premature, delivery of a selected 
group of erythroblastotic infants has been carried 
out at the University of Michigan Hospital during 
the past four years. Where there had been a pre- 
vious erythroblastotic stillbirth or an infant severe- 
ly affected at birth, subsequent pregnancies were 
terminated after the eighth month of gestation by 
medical and/or surgical induction of labor. When 
two or more attempts to induce labor failed, de- 
livery was accomplished by cesarean section. The 
time for interruption of each pregnancy was care- 
fully selected on the basis of the history of amen- 
orrhea, x-ray and clinical examinations, and the 
time of previous intra-uterine fetal deaths. Gener- 
ally, there is a tendency for fetal death from eryth- 
roblastosis to recur at the same stage of gesta- 
tion. However, it should be emphasized that too 
early a delivery involves fetal hazards that are as 
great as when delivery is deferred too long. 

Since the adoption of preterm delivery in com- 
bination with immediate exchange ‘transfusion 
where it is indicated, this therapeutic program has 
been applied to twenty-six consecutive pregnancies 
that fall into the select categories described. In 
this group the survival rate among previous eryth- 
roblastotic infants was only 36.7 per cent—a par- 
ticularly poor salvage since in eleven cases there 
had been only one previous erythroblastotic and 
the first such infant is usually only mildly affected. 
With preterm delivery and exchange transfusion, 
these same patients had a 91 per cent survival 
among erythroblastotic infants and none had any 
residual stigma from erythroblastosis.* During the 
same period of time, there were eight who were the 
first erythroblastotic infants in their families. Since 
the maternal blood had not been examined for an- 
tibodies, none of these was anticipated. However, 
the diagnosis was made promptly after birth by 
the routine performance of the Coombs test and 
all of the infants have done well. Four received 
exchange transfusions, two received small trans- 
fusions and two required no treatment. 

The preceding results have been most encour- 
aging but the presentation of these data alone 
would paint a false picture. During this same in- 
terval, there were five erythroblastotic stillbirths 
from four pregnancies where fetal death occurred 
before the last month of gestation. Current knowl- 
edge does not permit us to offer much hope to 
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these mothers regarding future pregnancies unless 
the husband is heterozygous Rh positive. 

In summary, a great deal of reassurance can be 
given to most Rh negative women regarding fu- 
ture pregnancies. Regardless of the Rh status of a 
pregnant patient and her husband, the fetal prog- 
nosis is excellent with the current pregnancy pro- 
vided the patient has not had a previous erythro- 
blastotic infant. Such a couple has but a small 
chance of having an affected infant. Even if the 
infant has erythroblastosis, the prognosis is good 
with the prompt recognition and treatment of the 
disease since the first erythroblastotic infant is 
usually only mildly affected. Presence of maternal 
Rh antibodies is deceptive. Antepartum hema- 
tologic evidence of isoimmunization does not 
prove the presence of an erythroblastotic fetus, 
and Rh antibody quantitation should not serve 
as a basis for interruption of pregnancy. Until 
there is a more accurate means of prenatal 
diagnosis of erythroblastosis fetalis, the Coombs 
test should be run on umbilical cord blood 
from every infant with an Rh negative mother. 
Also, the Coombs test should be carried out on any 
infant who develops jaundice during the first two 
days of life. Performance of the Coombs test and 
exchange blood transfusion of the infant where 


indicated must be regarded as emergency proce- 
dures. Qualified personnel to carry out these pro- 
cedures should be “on call” every hour. 


The past obstetric history remains the most re- 


liable criterion in anticipating an erythroblastotic 
infant. Laboratory determination of the husband's 
zygosity is of value in assessing the outcome of 
future pregnancies in the Rh sensitized patient. 
Where there has been a previous erythroblastotic 
stillbirth or an infant severely affected at birth. 
preterm (not premature) interruption of subse- 
quent pregnancies with immediate exchange trans- 
fusion of the erythroblastotic infants has more than 
doubled the salvage rate in this group. The degree 
of fetal maturity is of major importance. As yet 
there is no evidence that delivery prior to the last 
month of pregnancy improves the prognosis. Cur- 
rent therapy has nothing to offer in dealing with 
those pregnancies where fetal death occurs before 
the last month of gestation. Improved salvage 
among this small group must await discovery »{ 
some means of preventing either isoimmunization 
or its effects. 


References 


DeCosta, E. J.; Gerbie, A. B., and Potter, E. L.: 
Cortisone and erythroblastosis. Obst. & Gynec., 3:- 
131, 1954. 

Evans, T. N.: Prevention of repeat fetal loss in 
erythroblastosis. Obst. & Gynec., 3:80, 1954. 
Evans, T. N.: Preterm delivery of erythroblastotic 
infants. To be published. 

Gwynn, C. A.: Present status of Rh counterim- 
munization. New York State J. Med., 49:2299, 
1949. 

Hamilton, E. G., and Brockland, M. E.: The results 
of treatment with Rh hapten. Am. J. Obst. & 
Gynec., 60:813. 1950. 

Hevn, Ruth: Personal communication. 

Pickles. M. M.: Haemolytic Disease of the New- 
born. Springfield, Illinois: Thomas. 1949. 





Probably the major obstacle to be overcome in the 
development of more effective chemotherapeutic agents 
is the acquisition of resistance by the tumor to an effec- 
tive agent. 

* # © 


Silent carcinomas of the lung may be diagnosed by 
their appearance on the x-ray film alone. 
* * * 


It is the omission of the simple diagnostic procedures 
that is responsible for much of the high death rate from 
cancer. 

* * * 


It has been estimated that there are more than 50,000 
women in this country who now have carcinoma of the 
breast. 

* * * 


It is of great importance never to exclude rectal palpa- 
tion of the prostate gland whenever a physical examina- 
tion is performed. 
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If, at digital palpation, there is found within the 
prostate gland an area which is judged firm upon moder- 
ate pressure, and particularly if there is a sharp differ- 
ence between this part of the gland and the remainder, 
carcinoma of the prostate gland must be suspected. 

* * * 

Although statistics vary from one clinic to another. 
there is agreement sufficient to indicate that at least ten 
per cent of all glands thought to be benign actually con- 
tain early malignancies. 

* * * ; 

Physicians who oppose the reporting of cancer should 
realize that progress in its control will never come from 
the analysis of death certificates only any more than 
effective control measures of any other disease have been 
based on information obtained from death records. Mor- 
bidity records are vital to the control of any disease. 

* * * 

No cancer is ever detected so early that metastasis ¢a” 

be definitely ruled out. 
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Let Us Hear From You 


Our Special Committee to Study Fee Schedule of Michigan 
Medical Service (Blue Shield), recently appointed by my 
predecessor, Robert H. Baker, M.D., of Pontiac, has a very 
important job to perform and should have the support and 
help of every Doctor of Medicine in Michigan. 


Few would question that the old $2,500-income policy, 
carried by most Michigan Blue Shield policyholders, is far 
out of line with today’s realities. The newer $5,000 policy 
also has many inadequacies in its fee schedule. As a result, 
there have been misunderstandings and considerable un- 
happiness created among persons in all income groups, chiefly 
where policyholders held the belief that the minimal fee 
designated in their particular policy was intended as maxi- 
mum, guaranteeing full coverage. 

Although the new Blue Shield fee schedule is the out- 
growth of industry-labor negotiations where medical service 
was laid on the bargaining table with a minimum of con- 
sultation with Doctors of Medicine who must render the 
service, the result has presented us with a golden opportunity 
to correct inequities of the past. From our current study— 
carried on by a committee representative of all MSMS Coun- 
cilor Districts—The Council is striving to develop a realistic 
fee schedule which is actuarially sound, yet within the 
economic reach of Michigan’s rank-and-file citizens, and 
which will provide adequate compensation to the physician in 
line with today’s fiscal situation. 

Your positive suggestions are needed, Doctor, in arriving 
at a reasonable new schedule which does justice to both the 
patient and the M.D. With your help, Blue Shield can 
maintain its position as one of the strongest bulwarks against 
the forces which seek to place the practice of medicine in 
the category of a “public utility” or a paternal responsibility 
which denies the patient his freedom of choice of doctor. 

Doctor, your active personal co-operation is sincerely 
requested. When you receive our Committee’s questionnaire 
concerning the proposed new $6,000 family-income contract 
of Michigan Medical Service, take a little time out to supply 
us with the necessary information. Our plan, offered to Blue 
Shield, will be based on your instructions. So let us hear from 


President, Michigan State Medical Society 
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Editorial 


NEEDED NATIONAL LEGISLATION 


* is a good time to strike up an active acquaint- 
ance while our senators and representatives 
are home from Washington. They are receptive 
and eager to please. We can and should have a 
program of positive legislation in which we are 
interested. There are several items which we have 
mentioned before. 


Jenkins-Keough—The measure now in Con- 
gress is a much restricted and modified form. It 
has passed the House of Representatives and is 
now in the Senate. Many modifications have been 
made but what is offered is much better than 
nothing. The self-employed professions are asking 
only for fair treatment in relation to employes 
and officers in industry. The professional people 
are peculiarly constituted. As a rule, they are 
mostly not prepared to work until they have 
reached middle life or are at least thirty years of 
age, and the productive years are closing in the 
middle fifties—giving them but twenty-five years 
of maximum earning power. 


in industry, that period starts earlier and con- 
tinues until sixty-five in most cases. The amounts 
set aside for retirement benefits are fabulous. 
Many corporations provide a retirement fund 
based on earnings, of course, but reaching a maxi- 
mum of $40,000 a year at retirement. The pro- 
fessions—our members—should demand a more 
liberal consideration. We have the same right as 
salaried workers. 


We proposed years ago that a special retirement 
income bond be offered by the government to be 
purchased from tax-exempt income of self-em- 
ployed or professional people. This would give the 
government additional borrowing power. The 
interest rates could be low and cumulative until 
the amount became an endowment. A retirement 
plan would automatically be established. 


Group Health Insurances—We hope govern- 
ment will leave that field to private enterprise. 
Suggestions have been made by many groups for 
benefits provided in whole or in part by govern- 
ment. The new HEW secretary, Marion B. Folsom, 
promised “a new look at the whole health pro- 
gram,” mentioning the reinsurance proposal: 
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“Mr. Folsom explained that HEW has to make a 
decision soon on health proposals in order to formulate 
recommendations to the President for possible inclusion 
in his program. He added: ‘We have reached no con. 
clusions. Our reconsideration does not mean that we will 
drop any of the proposals any more than jt means that 
we may decide to stick by them exactly as they were.’ ” 


Withholding Privilege——Congress should pro- 
vide, as the late Senator Taft suggested, that 
federal (or state) employes have the right of 
setting up withholding provisions which are now 
denied. Workers in industry may instruct their 
employers to deduct certain sums from their pay 
allowances to cover community chest donations, 
gifts to Red Cross, voluntary group health insur- 
ance, et cetera. This entails a bookkeeper’s ex- 
perience, but is most useful. Government should 
make the same allowance. 


Social Security—The medical profession has 
been misrepresented in this whole scheme. Not 
many understood it, and a canvas has never been 
taken. We believe most of our members would 
favor voluntary inclusion instead of exemption 
from the plan as at present. 
advantages listed and questioned by our members 
which we might but do not, compensate for. Our 
interest in the disability insurance amendment is 
in the method of medical supervision provided in 
the disability clauses now under consideration. 

We do believe the penalty imposed on the old 
man who works is unfair. Once he has earned his 
“insurance” benefits, no one should be able to 
remove them. If in spite of his age, he can work— 
let him. Thus he will continue to pay social 
security taxes and income taxes. The government 
should not be guilty of enforcing idleness on many 
thousands of worthy oldsters who mostly must have 
some type of work to relieve boredom and worse 
eventualities. 

The problems of gerontology are increasingly 
evident. We, the medical profession, appreciate 
them—the government and congress need to be 
told. 


There are many 


BRICKER AMENDMENT 


S ENATOR John W. Bricker of Ohio almost 
succeeded in passing his amendment to The 


Constitution, “to invalidate any treaty or executive 
JMSMS 
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EDITORIAL 


agreement which conflicts with The Constitution, 
and to prevent any treaty or executive agreement 
from becoming internal law except through valid 
legislation enacted by the elected representatives of 
the American people.” 


The supreme courts have ruled (Missouri vs. 
Holland 1920) “Treaty law can override the Con- 
stitution.” No provision of a treaty or executive 
agreement has ever been declared unconstitutional 
although we have many such. The present rule for 
approving treaties is by a majority vote of the 
senators “present and voting.” 
have been approved by the vote of only one senator 
in the recent past. The imminence of danger is 
truly alarming. 


Several treaties 


We now have a regulation—an executive agree- 
ment—under which American soldiers or civil 
officers on duty abroad are tried and punished for 
crimes not under American law, but by the laws 
and courts of the country where the alleged crime 
The individual is deprived of 
constitutional rights by an agreement which is 
recognized as treaty. 


was committed. 


World Health Organization is a treaty and has 
proposed socialized medicine in most of the coun- 
tries of the world. “From an executive agreement, 
the WHO claims the power to enact legislation 
effective as internal law in the United States with- 
out the knowledge or approval of Congress.”* We 
need a modification of the provision. 


MEDICAL PROFESSION STRIKES 


E have many times heard serious suggestions 
that the medical profession officially 
unionize. Labor has called AMA a union—and a 
tight one. We all know this is not true. Our 


members are too hopelessly and personally in- 
dependent. How often have our beliefs prevailed 
on certain economic or professional problems? If 


we formed a labor union affiliation what would 
be the reaction? 


There are many grievances for 
which labor unions would demand satisfaction: 
(1) Underpayment for services to governmental 
relief and care agencies. Our attempts at a solution 
have met with meagre success. (2) Uneconomical 
use of medical man power for military needs. (3) 
Threat of interference in free enterprise through 
4 compulsory health insurance. 

IT CAN NEVER HAPPEN! So we thought, 


but a national news broadcast Thursday, August 


* ° . . 
Senator Bricker at Miami, December, 1954. 
Octoner, 1955 


25, at 8:00 a.m. told a story. The doctors in 
Vienna get 8 cents a call under the compulsory 
health program. They appealed in vain and finally 
“struck.” They will accept only life and death 
calls for forty-eight hours and, if demands are not 
met, will strike again and longer if necessary. 


A newspaper man in Michigan told this editor 
recently that he plans an editorial about doctors 
becoming unionized. He was intrigued. We are 
reporting facts not program. But it could happen. 


Unprofessional? Yes, but so are other affairs 
which are taking our active attention—splitting 
fees for one. 


EMBARRASSING 


NDER the instruction of the House of Dele- 

gates of the American Medical Association at 
Miami in 1954, the Board of Trustees appointed a 
Special Study Committee to survey the basic 
causes leading to certain unethical practices and 
to unfavorable public reaction, and to offer correc- 
tive suggestions. 


A long report on this controversial subject was 
submitted. The AMA Board of Trustees, instead 
of transmitting the report to the members of the 
House of Delegates as requested, made a short 
comment which was accepted by the reference 
committee. 


John S. DeTar, M.D., Michigan delegate and 
President-elect of the American Academy of 
General Practice, led a fight which postponed 
action on the report and ordered the distribution 
of the complete report to the delegates before the 
December AMA meeting in Boston. 

GP published that entire report in its July num- 
ber—a very unusual procedure. That report 
belonged to the AMA and not to the American 
Academy of General Practice. It was only a com- 
mittee report, not yet even presented to the body 
which had asked for it, and it was in no way 
official. | Commentators and publicists immedi- 
ately discussed the report as official and represent- 
ing accepted facts. In our Michigan Society, we 
have always been exceedingly careful never to 
allow such reports, especially controversial ones, 
any publicity until the Society has taken action. 

We have read the report. It is suitable for 
presentation where it belonged, but entirely un- 
suitable for general publication. Wrong impressions 
can and have been drawn. We doubt if any 


(Continued on Page 1232) 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


WHAT IS YOUR SCORE? 


I. Veneral Diseases—General 


A. 


II. 


Which of the following diseases are defined by law 
as dangerous communicable venereal diseases? (1) 
Syphilis; (2) (3) Chancroid; (4) 
Lymphogranuloma venereum; (5) Granuloma in- 
guinale. 


Gonorrhea; 


The law requires that every practicing physician 
give notice in writing of every case of venereal 
disease under his professional observation within: 
(1) twenty-four hours; (2) forty-eight hours; (3) 
one week; (4) one month. 

In counties and districts having full-time health 
officers, reports shall be made to the full-time 
health officer. In cities and counties without 
full-time health officers, reports shall be made to: 
(1) county clerk; (2) Michigan Department of 
Health; (3) nearest health department. 

The primary responsibility for identifying and 
bringing under treatment the probable source of 
the patient’s infection and other exposed persons 
is with the: (1) local health department; (2) the 
patient; (3) the physician treating the case. 

If a patient or contact refuses to co-operate or 
undergo the physician shall: (1) 
notify the appropriate health authority; (2) notify 
the police department; (3) do nothing further. 
A person afflicted with a venereal disease in a 
communicable stage may not work in an establish- 
ment where food or drink is prepared, bottled, 
packed, manufactured, offered for sale or sold. 


True- False- 


examination, 


Venereal Disease—Premarital Physical Examination 
Law. 


A. 


All persons making application for license to marry 
shall at any time within thirty days prior to such 
application be examined as to the existence or 
non-existence of: (1) syphilis; (2) syphilis and 
gonorrhea; (3) syphilis, gonorrhea and chancroid. 
If it shall be found on the basis of the laboratory 
and clinical findings that the applicant is not 
free from venereal disease, but that the disease is 
in a non-communicable stage, the physician 
should: (1) apply to the Commissioner of Health 
for a special dispensation; (2) tell the individual 
that he cannot get married. 

Early syphilis as defined for purpose of the regula- 
tion is of: (1) less than four years’ duration; (2) 
less than two years’ duration; (3) less than six 
months’ duration. 

Persons with early syphilis must have thorough 
treatment with heavy arsenicals and heavy metals 
or adequate intensive penicillin therapy. Before a 


special dispensation can be issued, persons treated 
by intensive methods for early syphilis must com- 
plete a period of satisfactory observation of: (1) 
one month; (2) six months; (3) one year; (4) 
none. 

Persons with late syphilis (more than four years’ 
duration) should have intensive treatment. They 
are not required to complete an observation period 
before becoming eligible for special dispensation. 
True False 

Which of the following factors are valid reasons 
for issuing a special dispensation? (1) Persons 
with late syphilis of many years’ duration and 
are fifty or more years of age. The female partner 
must be incapable of bearing children through 
either physical or surgical menopause. (2) Proven 
congenital syphilis especially in males. (3) Demon- 
strated pregnancy. Adequate treatment should be 
arranged for. ; 

To support a request for issuance of a dispensation 
on the basis of a non-specific or biologic false 
positive serologic reaction, the physician should 
state that: (1) The patient says he does not have 
syphilis; (2) No history of syphilis or treatment 
of same can be secured; (3) No clinical evidence 
of syphilis is present; (4) That the presence of 
congenital syphilis is satisfactorily eliminated, pref- 
erably including an examination of the mother 
or siblings. 





Answers 


I. (A) All; (B) 24 hours from the time of diagnosis: 
(C) The Michigan Department of Health; (D) The 
physician; (E) Notify the health authority; (F) True. 


II. (A) Syphilis, gonorrhea and chancroid; (B) Apply 
for a special dispensation; (C) Less than four years 
duration; (D) (E) True: (F) All: (G) 
2, 3 and 4. 


One vear: 


EMBARRASSING 
(Continued from Page 1231) 

reference committee would have redeased that 
report to the world. It would have been restated. 

Some editors have written very searching com- 
ments. The Detroit Times, in an editorial July 
28, 1955, quoted extensively from the report but 
pointed out that the mispractices are being studied 


and that the profession is trying to correct them. 
“Talk won’t work. Action will.” “Let's see that 
action.” 


Epitor’s Note: Since this editorial was prepared, ri 
have been informed AMA consent was received to pu 
lish the report. 


JMSMS 
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PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


VISCUS 
Sites at which Pro-Banthine inhibits excess 


autonomic stimuli through control of acetylcholine mediation. 
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is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion’? which “re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series “Side effects were 
almost entirely absent in single doses of 30 or 
ae 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 


2. Roback, R. A., and Beal,, J. M.: Gastroenterology 25:24 


(Sept.) 1953. 


Say you saw it in the Journal of the Michigan State Medical Society 
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MICHIGAN AUTHORS 


Robert L. Novy, M.D., Detroit, is the author of an 
article entitled ‘“Medicine’s Unsolved Problem,” pub- 
lished in THE JouRNAL of the Michigan State Medical 
Society, and reprinted in Medical Annals of the District 
of Columbia, August, 1955. 

Jack M. Kaufman, M.D., and Nancy T. Caputo, 
M.D., Detroit, are the authors of an article entitled 
“Basilar Rales in Myocardial Infarction,’ published in 
The Journal of the Medical 
August 27, 1955. 

Thomas Francis, Jr.. M.D., Ann Arbor, is the author 
of an article entitled “Evaluation of the 1954 Polio- 
myelitis Vaccine Field Trial,” published in The Journal 
of the American Medical Association, August 6, 1955. 

Frank H. Purcell, M.D., and George V. Hendy, M.D., 
Detroit, are the authors of an article entitled ‘First 
Aid for Simple Fractures in Civil Defense,” published 
in THE JouRNAL of the Michigan State Medical Society, 
March, 1952, and reprinted in Arizona Medicine, August, 
1955. 

Laurence F. Segar, M.D., Harry A. Kashtan, M.D., 
Perry B. Miller, Capt. U.S.A.F. (M.C.), Detroit, are the 
authors of an article entitled “Trichinosis with Myo- 
carditis” published in the New England Journal of Medi- 
cine, a condensation of which appears in American 
Practitioner and Digest of Treatment, August, 1955. 

John M. Shaw, M.D., and Frank W. Crowe; M.D., 
Ann Arbor, are the authors of an article entitled “Skin- 
Protective Ointments” published in Archives of Derma- 
tology and Syphilology, a condensation of which appears 
in American Practitioner and Digest of Treatment, 
August, 1955. 

Reed M. Nesbitt, M.D., and William B. Crenshaw, 
M.D., Ann Arbor, are the authors of an article entitled 
“Treatment of Bladder Neck Contracture by Plastic 
Operation,” published in the Journal of Urology, a con- 


American Association, 


densation of which appears in American Practitioner and 


Digest of Treatment, August, 1955. 

Edgar E. Martmer, M.D., Detroit, is the author of an 
article entitled “Radioactive Iodine Uptake Studies in 
Premature Infants” published in the Harper Hospital 
Bulletin, May-June, 1955. 

A. H. Hall, M.D., Detroit, is the author of an article 
entitled “Hodgkin’s Disease in Fwins,” published in the 
Harper Hospital Bulletin, May-June, 1955. 

Edgar E. Poos, M.D., F.A.C.S., F.I.C.S., Detroit, is 
the author of an article entitled “Geriatrics of the Ear. 
Nose, and Throat,” published in the Eye, Ear, Nose and 
Throat Monthly, May, 1955. He is also the author of an 
article entitled Disturbances of the Ear, 
Nose, and Throat in Airmen,” presented at the twenty- 


1234 


“Functional 


fifth annual meeting of the Aero Medical Association, 
Washington, D. C., March 29, 1954, and published in 
The Journal of Aviation Medicine, February, 1955. 

Earl G. M. Krieg, M.D., Detroit, is the author of an 
original article, “The Use of a Free Cutis Graft in the 
Operation for Urinary Stress Incontinence,” published in 
the Journal of Urology, May, 1955. 

Leo S. Figiel, M.D., Detroit, is the author of an 
article entitled “Radium Therapy and Nuclear Medi- 
cine,” published in the American Journal of Roent- 
genology, July, 1955. 

Edwin M. Knights, Jr., M.D., Detroit, is the author 
of an article entitled “Ultra-Micro Chemical Methods 
in a Clinical Laboratory,” published in the Harper Hos- 
pital Bulletin, May-June, 1955. 

T. Francis, Jr., M.D., and R. F. Korns, M.D., Ann 
Arbor, are the authors of an article entitled “Evaluation 
of 1954 Field Trial of Poliomyelitis Vaccine; Synopsis 
of Summary Report,” pubished in the American Journal 
of Medical Sciences, June, 1955. 

John W. Smillie, M.D., Ann Arbor, is the author of 
an article entitled “Cataract Surgery in Megalocornea,” 
pubulished in AMA Archives of Ophthalmology, August, 
1955. 

* * * 

The Trustees of what is considered America’s oldest 
medical essay competition, the Caleb Fiske Prize of the 
Rhode Island Medical Society, announce as the subject 
for this year’s dissertation “Use of Radioactive Isotopes 
in the Treatment and Investigation of Disease.’ The 
dissertation must be typewritten, double spaced, and 
should not exceed 10,000 words. A cash prize of $350 
is offered. 

For complete information regarding the regulations, 
write to the Secretary, Caleb Fiske Fund, Rhode Island 
Medical Society, 106 Francis Street. Providence 3, Rhode 
Island. 

* * * 

An article in the August, 1955, issue of Modern Hos- 
pital, and also the September-October, 1955, issue of the 
Bulletin of the American College of Surgeons, describes 
the “Limbach Stretcher,” also the subject of “Trans- 
portation of the Injured” within the hospital. This 
technique was devised by David R. Limbach. M.D., o! 
Hurley Hospital, Flint. 

* * * 

Charles W. Shilling, M.D., former Captain in the 
Medical Corps of the U. S. Navy, has been appointed 
as Special Assistant to the Director of the Commission’s 
Division of Biology and Medicine. 

Dr. Shilling was born in Upland, Indiana, on Septem 


(Continued on Page 1236) 
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excellent therapeutic response 


~Letracyn 


GRAND OF TETRACYCLINE 


the original tetracycline 


outstanding among modern broad-spectrum antibiotics 


discovered and identified by 


Tablets and Capsules, 50, 100 and 250 ™mqg., 

Oral Suspension (chocolate flavored), 

Pediatric Drops (banana flavored), Intravenous, 
and convenient ophthalmic and tupical forms. 


PFIZER LABORATORIES, DIVISION, CHAS, PFIZER & CO., INC., BROOKLYN 6.N, Y¥. 
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TAILORED TO 
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Microwave 

The MW-1 Micro- 
therm® for directed 
deep heating. Ease 

and convenience of 
operation contribute to 
the popularity of 

this unit. 





Short Wave 


The MF-49 —a con- 
ventional short wave 
unit; may be employed 
with contour applica- 
tor, cable, air-spaced 
electrodes, cuff technic, 
or for minor elec- 
trosurgery. 


Portable 
Short Wave 


The D-54 offers 
portability in a 
unit with ade- 
quate power at 
low original and 
upkeep cost. 


See your Burdick Dealer 
or write us for complete information. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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(Continued from Page 1234) 
ber 21, 1901. He holds a B.S. degree from ‘Taylor 
University, Upland, Indiana, and a B.A. degree foil 
the University of Michigan. He received an M.D. degree 
from the University of Michigan Medical Schoo] in 

1927. He attended the Harvard School of Public 
Health in 1932-33, and in 1954 was awarded an honorary 
Doctor of Science degree from Taylor University. . 

* * * 

The American College of Gastroenterology held its 
annual convention at The Shoreland in Chicago, Illinois, 
October 24, 25 and 26, 1955. 

In addition to interesting individual papers on gastro- 
enterology and allied fields, the program included a 
panel discussion on “Peptic Ulcer” with Clifford J. 
Barborka, M.D., as moderator. There were scientific as 
well as commercial exhibits. 

The Annual Course in Postgraduate Gastroenterology, 
under the personal direction of Owen H. Wangensteen, 
M.D., of Minneapolis, Minn., and I. Snapper, M.D., of 
Brooklyn, N. Y., was given on October 27, 28 and 29, 
1955, at The Shoreland. 

* * * 

The Michigan Clinical Institute registration for 1955 
was close to 3000. This coming year, the attendance is 
sanguinely expected to total well over 3500. 

Why this marked increase? The extraordinary clinical 
program was specially devised to celebrate the tenth anni- 
versary of this worthy teaching Institute. A word to 
the wise—get your reservations now. Write the Secre- 
tary, Committee on Hotels, Michigan Clinical Institute, 
c/o Sheraton-Cadillac Hotel, Detroit. The dates are 
March 7-8-9, 1956. 

* * * 

The American Medical Educational Foundation, 
mentioned frequently, have issued its 1954 annual report. 
Michigan members and contributors will be interested in 
some facts given. C. B. Saltonstall, M.D., of Charlevoix, 
was chairman for Michigan. 

The total contributions to AMEF in 1954 were 
$1,181,926. For the four years 1951-1954, they totaled 
$3,924,410. In addition, contributions of $1,824,269.14 
were made by alumni in 1954. The individual con- 
tributions are, respectively, $22,996 and $38,582. Michi- 
gan members gave the two funds $6,922.00 and 
$57,534.04 by 119 and 1,085 individuals. 

Grants to colleges in 1954 were to the University of 
Michigan $41,530.50, to Wayne University $23,603.50 
and for the four years, $116,367.00 and $81,520.00. 

These figures do not include gifts or subscriptions for 
scholarships or research—only unrestricted gifts. 

Michigan has done really well. 

* * aa 

At the 40th Annual International Scientific Assembly 
of Interstate Postgraduate Medical Association which 1s 
to be held in Milwaukee, Wisconsin, November 14 to 17, 
1955, attendance awards will be given to all those who 
have attended ten or more meetings since 1940. The 
following Michigan men will receive this award: A. U. 
Axelson, M.D., Stanley H. Brown, M.D., Harry 6. 
Chall, M.D., and Frederick E. Hansen, M.D., of Detroit, 
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M. C. Hawkins, Jr., M.D., of Searcy, Arkansas, 
described in his paper “Re-Evaluation of Coniza- 
tion of the Cervix," published in Southern Medi- 
cal Journal. 


*Described in his paper which will be sent on request 
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267 W. Michigan 28148 


Jackson, Michigan 
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Kenneth L. Crawford, M.D., of Kalamazoo; Edwin [. 
Hansen, M.D., of Battle Creek; J. Winslow Holcomb, 
M.D., of Grand Rapids; W. H. Kern, M.D.. of 
City, and Herbert Robb, M.D., of Bellevue. 


* * * 


Garden 


American Board of Obstetrics and Gynecology, Inc. 
Applications for certification for the 1956 Part | 
Examinations are now being accepted. Candidates 
making application or requesting the re-opening of an 
application must do so before October 1, 1955. Applica- 
tions are to be accompanied by a list of hospital ad- 
missions as outlined in the current Bulletin of the Board. 

The next scheduled examination (Part I). written 
examination and review of case histories, for all candi- 
dates will be held in various cities of the United States. 
Canada, and military centers outside the continental 
United States, on Friday, February 3, 1956. 

Current Bulletins are now available and may be ob- 
tained by writing to: Robert L. Faulkner, MD., 
Secretary, 2105 Adelbert Road, Cleveland 6, Ohio. 


* * * 


Ivan F. Duff, M.D., of Ann Arbor, will present a 
paper at the 40th Annual Meeting of the Interstate Post- 
graduate Medical Association of North America which 
is to be held in Milwaukee, November 14-17, 1955. The 
title of the paper is “Intra-Articular Steroids: Clinical 
Applications and Laboratory Effects.” 

* * * 

An exhibit on the “Early Recognition of Impaired 
Hearing in Children: Diagnosis and Therapy” will be 
presented at the 40th Annual Meeting of the Interstat 
Medical Association of North America at Milwaukee. 
November 14-17. Exhibitors will be J. Lewis Dill, M.D.. 
A. Bruce Graham, Ph.D., and Donald S. Bolstad, M_D.. 
Detroit. 

* * * 

The Graduate School of Medicine of the University 
of Florida, at its 10th Annual Midwinter Seminar in 
Ophthalmology and Otolaryngology which will be held 
in January, 1956, at Miami Beach, will have as one o! 
the lecturers in Ophthalmology, A. D. Ruedemann, M.D.. 
of Detroit. 

* * * 

A Bit of History: In 1925, Hindenburg was President 
of Germany. That was the year of the Florida real 
estate boom. There was talk of world-wide flying. 
Prohibition wasn’t working. The name of Dwight Eiser- 
hower first came to view. 

In 1935, there was more spending, more public works. 
The NRA was declared unconstitutional. The Townsend 
Plan for old age pensions showed its head. Social Securt!) 
was finally voted. A moratorium on farm mortgages 
was declared. To help the unions get organized, the 
Wagner Act came into being—with resulting expansion 
of the unions: CIO was formed, led by John L. Lew: 

In 1945: The war—long and painful—comes to 4 
end, with Berlin falling May 2 and Hitler and Mussolin! 
both dead, and the atom bomb on Hiroshima, August 6 
(Japs surrender August 14). The Russians come into the 
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for application for membership which affords pro- 
tection against loss of income from accident and 
sickness (accidental death, too) as well as benefits 
for hospital expenses for you and all your eligible 
dependents. 


PHYSICIANS 
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DENTISTS 


$4,500,000 ASSETS 
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act six days ahead of the Jap surrender—an:i were 
assigned to North Korea! U. S. casualties 1,1‘) ',000; 
U. S. money cost: $300,000,000,000 plus. 


* * 


“The Advantages of Private Medical Care’ is the 
subject of the 10th Annual (1956) Association of 
American Physicians and Surgeons Essay Contest for 
high school students. For information and assistance 
in sponsoring this contest locally, write AAPS at 185 
North Wabash Avenue, Chicago 1, Illinois. 


* * * 


L. W. Hull, M.D., Detroit, Past 
President of the Michigan State 
Medical Society, is Chairman for 
the 1956 Michigan Clinical In- 
stitute, to be held in the Sheraton- 
Cadillac Hotel, Detroit, March 
7-8-9, 1956. 


* * * 


M. K. Newman, M.D., presented a paper, “Ultra- 
sonics in Neurofibromatosis.” on August 27, 1955, before 
the American Institute of Ultrasonics in Medicine. On 
August 28, he presented a paper on “Electromyography 
in Muscular Dystrophy” at the meeting of the American 
Association of Electromyography and Electrodiagnosis, 
and on August 30, he presented a paper on “Electro- 
phoretic Patterns in Muscular Dystrophy” at the annual 
meeting of the American Congress of Physical Medicine 
and Rehabilitation. All three meetings were held at the 


Statler Hotel, Detroit. 
¥* * ¥ 


M. K. Newman, M.D., Detroit, was elected Secretary- 
Treasurer of the American Academy of Physical Medicine 
and Rehabilitation at the annual joint meeting with the 
American Congress of Physical Medicine and Rehabilita- 
tion held at the Statler Hotel, August 28 to September 5, 
1955, in Detroit. 


* * * 


Approximately 38,000,000 Americans are regular 
cigarette smokers, although a million and a half have 
quit smoking entirely since the fall of 1954, accord- 
ing to estimates based on a representative sample of 
about 40,000 persons surveyed by the U. S. Bureau of 
the Census for the National Cancer Institute, USPHS. 

* * * 

The Fifth Pan American Congress of Ophthalmology 
will meet in Santiago, Chile, January 9-14, 1956. For 
program and information, write Brittain F. Payne, M.D., 
17 East 72nd Street, New York 21, N. Y. 

* * * 

The new AMA-Sears Roebuck Foundation offers 4 
helping hand to physicians in need of financial assistance 
to establish medical practice units. The plan is intended 
to fill the gap with long-term low cost assistance; un- 

(Continued on Page 1242) 
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infant’s health and 
future development 





For 3 generations KARO has been the 
foundation of the individualized formula 





Karo is well tolerated, easily digested, gradually 
absorbed at spaced intervals and completely 
utilized. It is a balanced fluid mixture of maltose, 
dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermen- 
tation and irritation. Produces no _ intestinal 
reactions. Is hypo-allergenic. Bacteria-free Karo 
is safe for feeding prematures, newborns, and 
infants—well and sick. 

Light and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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(Brand of Mercumatilin, Endo) 


@ effective oral diuretic with no sig- 
nificomt gastrointestinal irritation! 


®@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections in 
certain cases, lengthens interval 
between injections in others 


®@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 
10-ce. vials, individually and in boxes 
of 10 and 100. 


. Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Se., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 
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secured ten-year loans of up to $25,000 will be offered 
to physicians seeking to establish practices but unable 
to get local financing. One loan in each of five regions 
in the country will be given in 1955 under an original 
$125,000 Foundation grant. 

The plan, formulated by the recently created Medical 
Advisory Board, is headed by two members at large: 
F. J. L. Blasingame, M.D., of Wharton, Texas, Chair. 
man, and Edwin S. Hamilton, M.D., Kankakee, Illinois, 
Vice Chairman. Applications may be sent to the Direc- 
tor, Sears Roebuck Board, in care of 8 East Congress 
Street, Chicago 5, Illinois. 

* * * 

Michigan hospitals cared for 887,331 patients in 1954, 
161,570 babies were born in Michigan hospitals during 
that year. General hospitals of Michigan averaged 
$26.20 per patient day for short term cases ($1.45 more 
than in 1953 per patient day).—From News Release of 


American Hospital Association, August 1, 1955. 


* * * 

The Michigan Department of Health reported on 
August 3 that fluoridation of public water supplies has 
proved a safe and effective way to reduce tooth decay 
and is being adopted by both big cities and small 
towns. Chicago soon will replace Philadelphia as the 
Nation’s largest city fluoridating; Chicago’s water system 
serves over 4,000,000 persons and pumps more water 
daily than any other system in the world, according to 
Fred Wertheimer, D.D.S., in the Public Health News 
of the Michigan Department of Health. 

Re Grand Rapids: Dr. Wertheimer states that after 
ten years, the reduction in tooth decay in Grand Rapids 
ranges from 83 per cent in six-year-olds to 26 per cent 
in 60-year-olds. 

* * * 

“Stop Rheumatic Fever” is the title of a new health 
education film recently added to the AMA's Motion 
Picture Library. The film impresses upon parents, teach- 
ers and the public that rheumatic fever can be pre- 
vented by early diagnosis and treatment of streptococcal 
infections. The twelve-minute black-and-white sound film 
employs symbolic animation and is available for parent 
groups, service clubs, public health nurses, and high 


school students. 
* * * 


President R. H. Baker, M.D., Pontiac, has been ap- 
pointed by Governor G. Mennen Williams to the State 
Committee for Citizenship Week for 1955. 

The primary goal of the Committee is that of guar 
anteeing that every potential State of 
Michigan becomes registered—a development which will 
certainly lend strengthening vitality to our democracy. 

* * * 

The Ninth Michigan Rural Health Conference will be 
held in Kalamazoo, January 18-19-20, 1956. All meet 
ings will be scheduled in the Harris Hotel under the 
general chairmanship of Milon Grinnell, East Lansing. 
Editor of the Michigan Farmer. For program and In- 
formation, write E. H. Wiard, Michigan Health Coun 
cil, 706 N. Washington Avenue, Lansing 6, Michigan. 
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quality — Made from Grade A Milk 
(U.S. Public Health Service Milk Code) 
assuring maximum purity and cleanli- 
ness. 


simplicity— Merely dilute Baker’s 
(liquid form) with an equal amount of 
water, previously boiled. 


economy—Contains adequate amounts 
of all known essential vitamins. Ex- 
pensive supplemental vitamins need 
not be prescribed. 


Baker’s Modified Milk is supplied 
gratis to all hospitals. 
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ounces of water. 


THE BAKER LABORATORIES, INC. 
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Main Office: Cleveland 3, Ohio ¢ Plant: East Troy, Wisconsin 
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“The Diabetic’s Cookbook,” with introduction by 
Charles H. Best, M.D., has just been published by 
the Medical Arts Publishing Foundation, 1603 Oakdale 
Street, Houston 4, Texas. 

* _ * 

The eighth Diabetes Detection Drive is scheduled for 
November 13-19, 1955. 

The American Diabetes Association urges all mem- 
bers of the Michigan State Medical Society to co- 
operate during Diabetes Week to ascertain the number 
of diabetic persons in each community. 

The American Diabetes Association offers up to 1,500 
St. Louis Drey Packs without cost to new committees 
appointed and co-operating for the first time in Dia- 
betes Week, as a means of acquainting them with this 
new technique for collecting dried specimens of urine. 
In addition, both Clinitests and Galatests reagents are 
available without charge for authorized programs— 
those sponsored directly by county medical societies and 
by affiliated associations of the ADA. Orders may be 
sent to the American Diabetes Association, 1 East 45th 
Street, New York 17, N. Y. 

* * * 

The Detroit Council of Churches is holding a Noon- 
day Lenten Service at Central Methodist Church, De- 
troit, during the period of Lent. Those who care to 
attend can hear Dr. Edward Dahlberg of St. Louis, 
an outstanding speaker with a vital message. All mem- 


1244 


bers of the Michigan State Medical Society, especially 
those in Detroit for the MCI, are cordially invited. 


* * * 


“All That’s New and Fit to Use” is the theme of the 
Tenth Michigan Clinical Institute. The program, to be 
presented in the Sheraton-Cadillac Hotel, Detroit, will 
feature thirty-seven of the nation’s leading clinicians and 
teachers, each outlining what’s new and fit to use—pre- 
senting the latest information learned and_ techniques 
devised during the last 365 days! The dates: March 
7-8-9, 1956. s& @ 


“Going Our Way”: Parke, Davis & Co. is releasing 4 
new movie, on October 1, which will be shown to public 
audiences, including civic and service clubs across the 
country. Prints of the 29-minute colored movie will be 
available after October 1. 

“Going Our Way” tells the story of medicine and 
pharmacy with the central theme pinpointing the fact 
that there are good opportunities for service in medicine, 
pharmacy, research, and nursing. Information regard- 
ing this excellent movie can be obtained from Mr. 
Ralph G. Sickels, Advertising Director, Parke, Davis 
& Co., Detroit 32, Michigan. 

* * * 

The Michigan Academy of General Practice will hold 
its Ninth Annual Fall Postgraduate Clinic at the Shera 
ton-Cadillac Hotel, Detroit, November 9-10. Fifteen 

(Continued on Page 1246) 
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Add Elegance and 
Appetite-Appeal 


to the Sick- Tray 


HERE S anticipated pleasure when the patient sees an appetizing, 

colorful glass of wine on the table or tray—wine adds that touch 
of “elegance” which gives a psychological lift at a time when it is 
most needed. 


And there are also well-authenticated physiological reasons to 
account for the valuable role of wine as a nutrient beverage for the 
convalescent and the aging patient: 


Recent controlled research shows that just 2 or 3 oz. of a dry wine 
can markedly increase olfactory acuity, increase the desire for food 
(as in anorexia) and actually aid digestion. 


The effect of wine on free and total gastric acidity has been found 
to differ markedly from that of plain alcohol. Because of the buffer- 
ing action of its phosphates, organic acids and tannins, the action 
of wine is gentler and more prolonged. 


Wine is also notable for other desirable vasodilating, diuretic, and 
relaxant properties, and helps to allay restlessness and irritability 
in the sick and elderly. 


A little Port or Sherry at bedtime affords a valuable aid to normal 
sleep and may obviate the need for sedative medication. 


Recent results of laboratory and clinical research on the medical 
attributes of wine have been condensed into a small brochure entitled 


“Uses of Wine in Medical Practice.’’ A copy is available to you—at 
by writing to: Wine Advisory Board, 717 Market 





no expense 


Street, San Francisco 5, California. 
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(Continued from Page 1244) 
distinguished speakers will present the scientific program. 
John R. Fowler, M.D., of Barre, Massachusetts, Presi- 
dent of the American Academy of General Practice, 
will be the banquet speaker the evening of November 9. 
F. P. Rhoades, M.D., Detroit, General Chairman of 
the Clinic, states that AAGP members will secure twelve 
hours’ credit (formal) for attendance at this meeting. 


* © 


E. C. Swanson, M.D., Vassar, 
recently honored by being 
elected by his nine confreres on 
the Michigan State Board of Reg- 
istration in Medicine as Secretary 
of the Board, to succeed J. Earl 
McIntyre, M.D., Lansing, retired. 

Congratulations, Secretary Swan- 
son! 


was 


* * * 


Joseph A. Navarre, Commissioner of the Department 
of Insurance, State of Michigan, recently was elected 
Chairman of the Executive Committee of the National 
Association of Insurance Commissioners. 

Congratulations, Commissioner Navarre! 


7 * * 


The American College of Surgeons will hold six sec- 
tional meetings during 1956, including one in Jackson- 
ville, Florida, January 16-18, and another in Milwaukee, 
Wisconsin, February 27-29. For program and full 
information, write H. Prather Saunders, M.D., Associate 
Director, 40 E. Erie Street, Chicago 11, Illinois. 


The Arthritis and Rheumatism Foundation is of}: ring 
a number of research fellowships in the basic sciences 
related to arthritis, running from $1,500 to $7,500 per 
annum. For information and application forms, address 
the Medical Director at 23 West 45th Street. New 
York 36, N. Y. 


* * * 


H. Waldo Bird, M.D., Detroit, Chairman of the 
MSMS Committee on Mental Health for the years 
1953-54 and 1954-55, has left Michigan to assume 
an important post in the newly created Department 
of Psychiatry at the University of Chicago Medical 
School. Dr. Bird will have the rank of Associate Pro- 
fessor, primarily responsible for out-patient teaching 
as well as liaison with other departments in the Uni- 
versity and outside agencies in Chicago and Illinois. 
Dr. Bird’s new address is 5638 S. Dorchester. Chicago 
37, Illinois. 

Congratulations, Professor Bird! 


* * * 


A Symposium on The Medical Aspects of Civil Defense 
will be held Wednesday, November 16, 1955, under the 
joint auspices of the Michigan Office of Civil Defense, 
Michigan State Medical Society, Michigan State Veteri- 
nary Society, Michigan State Dental Society, and Lederle 
Laboratories. The symposium will be held at the Shera- 
ton-Cadillac Hotel, Detroit. All members of the Michi- 
gan State Medical Society are cordially invited to attend 
this medical civil defense meeting. There is no registra- 
tion fee. For program and information, write Joseph P. 
Young, Lederle Laboratories, Pearl River, New York. 
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Charles L. Hudson, M.D., of Cleveland, the new 
President of the Ohio State Medical Association, is a 
native of Michigan and received his M.D. degree from 
the University of Michigan (1930). 

Another Ohioan recently honored by organized medi- 
cine, who is a native of Michigan, is E. J. McCormick, 
M.D., of Toledo, Past President of the American Medi- 


cal Association. 


Harrison Sadler, M.D., Detroit, was guest speaker at 
the Michigan Rehabilitation Association’s annual con- 
ference in Jackson on September 20. Dr. Sadler’s topic 


was “Working Through Community Attitudes Toward 
Handicaps.” 


“Free Health Care for Everyone?”—That’s the pro- 
vocative title of a sparkling booklet just released by 
the Chamber of Commerce of the United States. It 
answers three important questions: (a) Can we have 
it? (b) Do we want it? (c) Would it really be free? 
The leaflet pulls together and boils down interesting 
and useful information about problems involving the 
people’s health—an important economic subject. Good 
health care is now the concern of everyone. 

The MSMS Council recommends to every MSMS 
member that he secure a supply of these pamphlets, for 
reception-room usage. This easy-to-read and interesting 


material is a good salesman for the American system of 
private medical practice. 

Single copies upon request; quantities, $4.50 per 
hundred. Write Chamber of Commerce of U/S.A., 1615 
H Street N.W., Washington 6, D. C. 


* * * 


Periodic Health Appraisal.—The importance of this 
project cannot be overemphasized. The MSMS plan 
is an American concept; it is one of the best tools in 
the medical man’s practice of preventive medicine: it 
keeps the physical examination in the doctor’s office as 
a matter between the patient and his physician, thereby 
reaffirming the basic tenet of the American system of 
medical care—that the individual is primarily responsible 
for his own health. 

Periodic health appraisal is a vital part of the private 
practice of medicine. 

® * * 


Wayne County Medical Society, which led the way 
in sponsoring community medical forums in Michigan, 
pioneered the field again with a new idea in subject 
matter when it presented a highly successful series of 
three weekly forums during the month of September. 
in co-operation with the Detroit Free Press. 

Shifting from the usual presentation of medical facts, 
the Wayne County Society built its 1955 presentation 
on a theme of living successfully with serious illnesses. 
Aided by newest audio-visual materials, panels of De- 
troit M.D.’s presented tips on how victims of chronic 


(Continued on Page 1250) 





e Licensed by State of Michigan, Dept. of Mental Health 


e Registered by American Medical Association 


ST. JOSEPHS RETREAT 


Founded in 1860 


Under direction of 
Daughters of Charity 
of St. Vincent de Paul 


Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholic. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 
DEARBORN «° near Detroit 
LOgan 1-1400 
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Borden's has a fresh dairy food for 
almost any dietary requirement 


In addition to such familiar items as 
Borden's Homogenized Vitamin D Milk, 
Borden's Cream, and Dutch Chocolate 
Milk, we'd like to remind you of our 
regular and low-calorie Cottage Cheese, 
Buttermilk, and Gail Borden Milk and 


Skimmed Milk — all helpful in dietary 
planning. 


THE BORDEN CO. 








Gail Borden Milk 
and Skimmed Milk 


Each quart contains 100% of the aver- 
age daily requirements of 8 of the 10 
essential vitamins and minerals 





hordens MICHIGAN MILK DIV. 
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4950 Cortone® 


1952 Hydrocortone” 





1954 ‘Alflorone’ 


1955 'Hydeltra! 





DELTRA tae 


(Prednisone, Merck) 


2.5 mg. -5 mg. (scored) 


the delta, analogue of cortisone 


Indications: 


Philadelphia 1, Pa. 
DIVISION OF MERCK & Co., INC. 


Rheumatoid arthritis 
Bronchial asthma 


Inflammatory skin conditions 





(Continued from Page 1248) 


illness may revise their way of life to live more efficient- 
ly, comfortably, and economically. 

The forum schedule, presented at Rackham Memorial 
Auditorium, was: September 12—Living with Heart 
Disease; September 19—Living with Rheumatism and 
Arthritis, and September 26—Living with Cancer. Dif- 
ferent panels appeared in each program. 

Leadership in planning and presenting the series was 
given by William Bromme, M.D., Chairman of the 
Committee on Forum, and Milton A. Darling, M.D., 
WCMS President. 


€ * * 


Health is people; it begins with the individual in 
his home and spreads to the family and the com- 
munity in which he lives. Health is a quality of being 
—expressed in terms of wealth, contentment, and pro- 
ductivity. Public health is the summation of personal 
health and no community can be more healthful than 
the people who reside therein—Henry F. VAuGHAN, 
Dr. P.H., American Journal of Public Health, March, 
1955. 


* * € 


Loan Funds for the Medical Education of Students.— 
Answering a number of inquiries, the Michigan Founda- 
tion for Medical and Health Education is legally and 
organizationally constituted to administer any type of 
loan fund for the medical education of students, in the 
most economical manner. Individual doctors of medicine 
and medical societies having such funds, or contemplat- 
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ing the establishment of a loan fund, will find the 
Foundation of value in information and administration. 
Individual projects may be earmarked for a specific 
purpose and assigned to the Foundation for expert and 
economical administration. Moreover, the tax-exempt 
angle is assured in connection with all grants, donations 
and funds to the Michigan Foundation for Medical and 
Health Education. For detailed information write the 
Foundation at 300 W. Ottawa Street, Lansing, Michigan. 


* * * 


Medical Lecture Kit.—The Role of the P-A Film of 
the Chest in Cardiology by William R. Christensen, 
M.D., Professor of Radiology, University of Utah College 
of Medicine, is the first of a series of Cardiac Clinics. 
It is a packaged audio-visual medical lecture designed 
to enable the Doctor of Medicine to continue his medi- 
cal education at his convenience in the comfort of his 
home or office. The first kit consists of a medical dis- 
cussion recorded on two 12-inch long-playing records 
(33%) correlated with a set of thirty-nine slides (35- 
mm), a table top viewer for slides with extra. light bulb, 
and a script of the actual discussion. The running time 
is approximately thirty-five minutes. These materials 
are contained in a sturdy rubber-lined wooden box which 
serves as a carrying or shipping case. The only equip 
ment the physician needs to supply is a standard record 
player for 33% RPM records. Available on loan-free 
basis from the Michigan Heart Association, 3919 John 
R St., Detroit 1, Michigan. 


(Continued on Page 1252) 
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H. G. Fischer & Co. ULTRASONIC Generator 


Manufactured Solely in Franklin Park, Ill. 


- Federal Communications Commission Type 
Approval U-106 


. Underwriters’ Laboratories Approval 
. Light Weight 
. One Control Operation 


. Easy-to-Read Meter Accurately Shows 
Amount of Ultrasound the Patient is Re- 
ceiving 

. Extra Large Active Crystal Surface of 10 
Square Centimeters 


. Output of 3 Watts per Square Centimeter— 
30 Watts Total 


. Accurate Treatment Timer 
- Highly Efficient Oscillating Circuit 
. Accurate Calibration 
M. C. HUNT . Beautiful Chrome-Plated Cabinet 
868 Maccabees Bldg., Detroit 2, Mich. 


. Operates from the Usual Office Wall Outlet 
Distributor for of 110 Volts, 50-60 Cycles 


H. G. FISCHER & CO. . Very Reasonably Priced 
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The makers of Pepperidge Farm Bread be- 
lieve in fresh natural ingredients for nutri- 
tionally valuable and taste- pleasing bread. 
So the flour for our Whole Wheat Bread 
is stone-ground in our own grist mills—con- 
tains the wheat germ and all the natural 
goodness of the whole grain. And we use 
whole milk, sweet cream butter, yeast and 
unsulphured molasses to make our bread. 





Back to first principles for REAL BREAD 


PEPPERIDGE FARM BREAD 


NORWALK, CONNECTICUT 





We offer White Bread, too—made with 
unbleached flour, dairy-fresh ingredients. 

We suggest that Pepperidge Farm Bread 
deserves a place on your table. 

For information about our special satr- 
FREE Bread, please write to me. 


DIRECTOR 











MICHIGAN REGISTRATIONS IN MEDICINE 


The following Doctors of Medicine have been 
granted licenses in Michigan, Numbers 21057 to 
21120, inclusive. 


By Examination — William D. Bennett (Michigan), 
Ward Richard Dunseth (Illinois), Sidney Robert Govons 
(Russia), Eugene Herman Rentschler (Michigan), 
Arisztid Endrei (Hungary) Martin Katz (New York), 
Peter A. Overstreet (Kentucky), Gero Diels (Germany), 
John Mucasey (Cuba), Charles Long, Jr. (Pennsyl- 
vania), Alexius Banach (Poland), Harvey Spencer (New 
York), Robert E. Campbell (South Dakota), Randall 
John McClelland (Ohio), Ralph-Oscar Butz, Jr. (Il- 


linois), Robert Arthur Rollstin (Iowa), William Howard: 


Lindblom (Minnesota), Sun-Keh-ming (China), How- 
ard Thomas Baumgardner (Ohio), George Richard 
Ellis (Michigan), Glenn Blish Carpenter, Jr. (Michi- 
gan), Frank Wayne Hollinger (Illinois), William Robert 
Bartlett (Illinois), John Sylvester Tobin (Pennsylvania), 
Stanley Hurwick Levy (Pennsylvania). 


Pasquale J. Imperato (Italy), Douglas Charles Steph- 
enson (Tennessee), James Albert Webb (Oklahoma), 
LeRoy Edgar Bostian (North Carolina), Nikolaj Hnat- 
chuk (Ukraine), Richard Brian Hicks (Indiana), Joseph 
Harvey Chandler (Massachusetts), Eli Hyman Kuhel 
(Michigan), Alegro Jahue Godley (North Carolina), 
Alice Susan Chester (Austria), Myroslaw Hruscha 
(Galezia), Osvaldas Nakas (Lithuania), Mey-en Chen 
(China), Johnson Kent Wright (Ohio), Daniel John 
Buckley (Ohio), Kenneth William Yost (West Virginia), 
William Frederick Sutter (Michigan), Guy Westley Tal- 
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mage (Pennsylvania), Celina Borowski (Poland), Paul 
Milton Dassel (Indiana). 

Charles John Nagy (Ohio), Cecil Howell Blackburn 
(Alabama), John Martin Weller (Michigan), Janet 
Louise Hollaway (Kansas), Carl Oslin Ramzy (Texas), 
Ksenia Lebedovych (Poland), Robert Maxwell Stewart 
(Pennsylvania), Harry N. Kirban (Pennsylvania), Cor- 
nelius Joseph O’Donovan (Connecticut), James A. Dug. 
ger (Oklahoma), Joseph Owens Hayes (New York), 
Alvin McPherson Burner (Ohio), William Ruberman 
(New York), Vytantas Majauskas (Lithuania), Emilian 
Lebedovych (Poland), Azat Hogikan (Turkey), Robert 
Henry Ramsey (Arkansas), Jekabs Naglins (Latvia), 
Bernard Lown (Lithuania). 





PHILOSOPHY IN OFFICE PROCEDURE 
(Continued from Page 1194) 


In discussing the Papanicolaou tests alone, I 
shall not go into the field of biopsy and further 
testing to prove the location of the cancer. I have 
been told that Papanicolaou is now carrying 0M 
a series of tests whereby the vaginal smears are 
obtained by having the patient use a tampax insert 
for twenty-four hours, and dropping this into the 
fixing solution for examination. 
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*Trademark for the Upjohn brand of prednisone (delta-l- cortisone) 
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IF YOUR PATIENT WANTS TO DRINK 


THATS HIS BUSINESS 
IF HE WANTS TO QUIT that’s our BUSINESS 


BRIGHTON HOSPITAL, now in opera- 
tion for over 2 years, wishes to thank the 
physicians of Michigan and Ontario for the 
good reception and the confidence given to 
us. 


We know that today’s physician recognizes 
the many-sided nature of the disease—AlI- 
coholism. Beyond the physical, which re- 
quires expert treatment in itself, the alco- 
holic’s physician is plagued, we know, with 
the equally vital aspects, which make de- 
mands on his time and attention, of the 
emotional, spiritual and mental sickness he 
notes in his patient. 

We believe that Brighton Hospital offers the 
answer. Physicians can now send their alco- 
holic patients to Brighton with the certain 
assurance that they will find expert medical 


and nursing attention AND that, if they so 
desire, patients will be thoroughly indoctrin- 
ated with the program of Alcoholics Anony- 
mous. 

BRIGHTON HOSPITAL is NOT interest- 
ed in the patient who merely wishes to be 
dried out in order to resume drinking. We 
ARE interested in those patients who really, 
fervently, seek complete rehabilitation and a 
way of life FREED from alcohol. 


BRIGHTON HOSPITAL is owned and 
operated by MICHIGAN ALCOHOLIC 
REHABILITATION FOUNDATION, a 
non-profit organization devoted to the best 
possible hospitalization of the alcoholic who 
seeks to stop drinking. 

DOCTORS, we are here to serve you. We 
are here to serve your patients. 


BRIGHTON HOSPITAL 


'2851 East Grand River Avenue 





Brighton, Michigan 


Phone: Brighton Academy 7-1211 
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Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and at inner corner 
of heel where support is most needed. 


@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 


@ The patented arch support construction is guaran- 
teed not to break down. 


@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 


®@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

@ NOW AVAILABLE! Men’s conductive shoes. 
N.B.F.U. specifications. For surgeons and operat- 
ing room personnel. 


®@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 








Foot-so-Port Shoe Company, Oconomowoc, Wis. 








GC. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone. Dial 2-4100—2-4109 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 








DOCTOR LOCATIONS 
Through September 1, 1955 


Placed by Michigan 
Health Council 


L. F. von Lackum, M.D. 
Reed P. Johnson, M.D. 
Arthur E. Parks, M.D. 
E. A. Johnson, M.D. 


Assisted by Michigan 
Health Council 


Sidney Smith, M.D. West Branch 
Donald N. Schwing, M.D. Manistee 

Robert A. Lowry, M.D. Muskegon 

Rodman Jacobi, M.D. Oxford August 25 
Paul J. Sauder, M.D. Chelsea August 1 
Richard D. Cecconi, M.D. Iron Mountain August 1] 
Robert E. Bloom, M.D. Muskegon August 18 


Opened Approx. 
Practice In Date 


Alma 
Lansing 
Lawton 
Howell 


August 
August 
September ] 
September 1 


July 8 
July 25 
August 


MEDICAL TELEVISION SHOWS SPONSORED 
BY THE MICHIGAN HEALTH COUNCIL 


August 7 (WJBK-TV)—Allergies and Hay Fever 
Jack Rom, M. D., Detroit 
August 14 (WJBK-TV)—Driving Under Adverse Con- 
ditions 
Film 
August 21 (WJBK-TV)—Medical Specialties 
Edwin H. Fenton, M_D., 
Detroit 
August 28 (WJBK-TV)—Mental Health 
Mrs. Donald Perry, Detroit 
Lawrence P. Tourkow, 


M.D., Detroit 
Leon Lucas, Detroit 


11 (WKAR-TV )—Pharmacy 
John Butts, Lansing 


18 (WKAR)—Dentistry 
H. Leon Snow, Lansing 


25 (WKAR-TV)—Rabies Control 


E. K. Musson, M.D., 
Lansing 


MICHIGAN MEETING, AMERICAN COLLEGE 
OF SURGEONS 


The Michigan Meeting of the American College of 
Surgeons will be held at the Sheraton-Cadillac Hotel, 
Detroit, on Sunday, December 3, 1955. The scientific 
program will start at 9 A.M. and will reconvene at 
2 P.M. All physicians are invited. Members of the 
College will meet for dinner at 7 P.M. 


Wage gains scored by organized labor during the 
past year are reflected in government statistics showing 
record take-home pay of factory workers. Part of the 
increase was due to overtime. The average take-home 
pay for August totaled $70.92 for a worker with three 
dependents, and $63.61 for a worker with no_depend- 
ents. This was about 60 cents above July, 1955. 


Since August, 1954, take-home pay has increased 
$4.80 for the family worker, and $4.70 for the single 
worker. This was the largest August-to-August gain 
since 1949.—Michigan C.I.O. News. 
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1950 Cortone® | 1952 Hydrocortone” 
1954 ‘Alflorone’ 1955 'Hydeltra' 


DELTA 


(Prednisone, Merck) 2.5 mg. -5 mg. (scored) 








the delta, analogue of cortisone 


Indications: 
Rheumatoid arthritis 
— : Bronchial asthma 
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Conveniently decal in Grand Kapid: 


Hospital 
Equipment 


Pharmaceuticals 


Office 
Equipment 


Physicians’ 
Supplies 


Trusses 
Surgical Garments 


Physiotherapy 
Machines 


Medical Arts Supply Company 


233 Washington S. E. Phone 9-8274 Grand Rapids 2, Mich. 


Medical Arts Pharmacy 


20-24 Sheldon S. E. Phone 9-8274 Grand Rapids 2, Mich. 
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University of Michigan Medical School 
POSTGRADUATE CONFERENCE 
Pediatrics—Obstetrics and Gynecology 

January 23-28, 1956 


The Department of Postgraduate Medicine of the University of Michigan Medical School 
announces the annual conference in Pediatrics—Obstetrics and Gynecology, January 23-28, 
1956, to be given at the University Hospital and the Woman’s Hospital, Ann Arbor, Michigan. 


Teaching Staff: Members of the Faculty of the Departments of Pediatrics, and Obstetrics 
and Gynecology, as well as outstanding guest speakers. 


Pediatrics: January 23 and 24 


Pediatrics and Obstetrics: January 25 


Obstetrics and Gynecology: January 26, 27 and 28 


Request for further information or enrollment should be addressed to: 


John M. Sheldon, M.D., Director 
Department of Postgraduate Medicine 
Room 1610, University Hospital 

Ann Arbor, Michigan 














Battle Creek Sanitarium 


88th Year of 


Continuous Service 


A general medical institution 
fully equipped for diagnostic and 
therapeutic service. Close co- 
operation with home physicians 
in management of chronic dis- 


eases. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 
Battle Creek, Michigan 


Not affiliated with any other Sanitarium 








CANCER OF THE BREAST 
(Continued from Page 1203) 


. McWhirter, R.: Simple mastectomy with x-ray 
therapy. Proc. Second Nat’] Cancer Conf., 1:214- 
224, 1952. 

. Norhman, B. A.: Cancer of the breast—a clinical 
study of 1,042 cases treated at Radiumhemmet, 
1936-1941. Acta Radiologica, Suppl. 77, 1949. 
Park, W. W., and Lees, J. C.: Absolute curability 
of cancer of the breast. Surg., Gynec. & Obst., 93:- 
129-152, 1951. 

Saphir, O., and Amromin, G. D.: Obscure axillary 
lymph-node metastases in carcinoma of the breast. 
Cancer, 1:238-241, 1948. 

. Smithers, D. W.; Rigby-Jones, P.; Galton, D. A. G., 
_— Payne, P. M.: Brit. J. Radiology, Suppl. 4, 

. Urban, J. A., and Baker, H. W.: Radical mastec- 
tomy in continuity with en bloc resection of internal 
meee lymph-node chain. Cancer, 5:992-1008, 

. Wangensteen, O. H.: Super-radical operation for 
breast cancer in the patient with axillary lymph- 
node involvement. Proc. Second Nat’). Cancer Conf., 
1: 230-242, 1952. 

16. Windeyer, B. W.: Cancer of the breast. Am. J. 
Roentgenol., 62:345-349 (Sept.) 1949. 


The term “the cause of cancer” by long usage has 
come to denote something mysterious, but in fact there 
are today many different means for causing cancer 10 


animals and in man. 
* ea - 


Long exposure to ultraviolet light, including even 
strong sunlight, is known to cause cancer. 
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...to get away for a few quiet, restful days in 
the charming, unhurried atmosphere of Dear- 
born Inn. There’s a comfortable lounge for a 
relaxing cocktail before a good dinner in the 
Early American Dining Room or Coffee Shop. 
It'll be fun browsing around the Henry Ford 
Museum and Greenfield Village, five minutes 
away... or going to the Ford Rotunda, gate- 
way to the 1200-acre Rouge Plant of the Ford 
Motor Company. And, the Inn is just half an 
hour from downtown Detroit. It’s good to get 
away ... good to get back after relaxing at 
country-quiet Dearborn Inn. (Advance reser- 
vations are advisable.) 


Se DBeurborn Fun 


DEARBORN, MICHIGAN 











Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—FALL, 1955 


SURGERY—Surgical Technique, two weeks, October 10, 

November 7 

Surgical Technique, Surgical Anatomy and Clinical 
Surgery, four weeks, October 10 

Surgical Anatomy and Clinical Surgery, two weeks, 
October 24 

Surgery of Colon and Rectum, one week, October 17, 
November 28 

General Surgery, one week, October 17 

Gallbladder Surgery, ten hours, October 24 

is pene and Traumatic Surgery, two weeks, October 


GYNECOLOGY—Office and Operative Gynecology, two 
weeks, November 28 


Vaginal Approach to Pelvic Surgery, one week, No- 
vember 7 


OBSTETRICS—General and Surgical Obstetrics, two 
weeks, November 7 


MEDICINE—Gastroenterology, two weeks, October 24 
Electrocardiogras v and Heart Disease, two-week 
basic course, October 10 
Gastroscopy, fortv-hour basic course, November 7 
Dermatology, two weeks, October 17 
RADIOLOGY—Clinical Course, two weeks, by appoint- 
ment 
Clinical Uses of Radioisotopes, two weeks, October 10 


PEDIATRICS—Clinical Course, two weeks, by appoint- 
ment 


UROLOGY—Two-week Course October 10 





TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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THE DOCTOR'S LIBRARY 





Acknowledgment of all books received will be made in this colums 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 





THE PREVENTION OF OCCUPATIONAL SKIN 
DISEASES. By Louis Schwartz, M.D., Medical 
Director, U. S. Public Health Service (Ret.). Pre. 
pared for publication by the Association of American 
Soap and Glycerine Producers, Inc. McGraw-Hill 
Book Company, Inc., 1955. 


NEW AND NONOFFICIAL REMEDIES. Containing 
descriptions of the articles which stand accepted by 
the Council on Pharmacy and Chemistry of the Amer. 
ican Medical Association on January 1, 1955. Issued 
under the direction and supervision of The Council 
on Pharmacy and Chemistry, American Medical As- 
sociation. Philadelphia and Montreal: J. B. Lippin- 
cott Company, 1955. 


This is an annual edition which has been brought 
up to date, and is a very helpful reference. 


CLINICAL MEMORANDA ON ECONOMIC POI- 
SONS. A publication of the Technical Development 
Laboratories Technology Branch, Communicable Dis- 
ease Center, Public Health Service, Savannah, Georgia, 
U. S. Department of Health, Education and Welfare. 
Washington, D. C.: National Agricultural Chemicals 
Association, 1955. No charge. 


This publication by the National Agricultural Chemi- 
cals Association, is a revised report which is very com- 
prehensive and up to date. The use of agricultural 
chemicals (pesticides) is required in the production of 
foods and fibre crops, and controlling of disease-bear- 
ing insects. 


There are no undue hazards when properly used; 
however, some cause accidental poisoning. This book 
would be valuable and is available on request to doctors 
in agricultural regions or to those who might treat vic- 
tims of pesticides. To secure a copy, write National 
Agricultural Chemicals Association, Associations Build- 
ing, 1145 Nineteenth St. N.W., Washington 6, D. C. 


STRESS SITUATIONS. Edited by Samuel Liebman, 
M.D., Medical Director, North Shore Health Resort, 
Winnetka, Illinois, Clinical Assistant Professor of Psy- 
chiatry, University of Illinois College of Medicine. 
Philadelphia and Montreal: J. B. Lippincott Com- 
pany, 1955. Price, $3.00. 


This small volume consists of seven essays originally 
given as a lecture series on the “Emotional Reactions 
to Stress.” The specific stresses include acute illness, 
divorce, sterility, and catastrophe. The lectures were 
presented by outstanding men in the field and were 
intended to provide a psychiatric orientation for phy- 
sicians in a residency training program. Consequently, 
the material is presented clearly and without the burden 
of confusing technical psychiatric terms. 

The effects of the stress produced by acute illness are 
familiar symptoms to the physician in active practice, 
but even so they are sometimes overlooked or neglected 
in the management of the illness. The stresses of marital 

(Continued on Page 1260) 
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conflict and divorce are similarly frequent causes in the 

production of commonly seen syndromes. As is indj- 

cated in this book, the stress produced by the adapta. 

MEDICAL PROTECTIVE tion to marriage is much too frequently neglected jp 

e evaluation of causes of emotional disorder, particul 

COMPANY when the marriage appears as calm on the chee 

Fort WAYNE: INDIANA more complete consideration of such aspects of the 

problems of living can make the physician more truly 
“The Family Doctor.” 

The chapter on “Catastrophe” presents a good deal 
of valuable information relevant to these times when 
profound and widespread destruction from nuclear 
weapons can confront us with dramatic suddenness. In 
PROFESSIONAL PROTECTION order to understand and be able to help in times of 

EXCLUSIVELY major disaster, the physician should understand not 

SINCE 1899 only the reaction of large groups but also those emotional 

0 responses of the individual who faces his own specific 

catastrophic experience. The inability to master his 
fear, rage or grief and the resulting inffective actions 
DETROIT Office: ee which increase the tension and the danger, require 

George A. Triplett, Representative prompt attention. The mental confusion, the frozen 
1009 Cadieux Rd., Grosse Pointe Park fear, the apathy and the aggressive “running amok” are 

Richard K. Wind, Representative all common syndromes and may become infectious at 

vars a meen a time of general catastrophe unless understood. Though 

Telephone WO 3-2664 of small size, this book contains much in the way of 
: practical information. 


THE 











THE MEDICAL SIGNIFICANCE OF ANXIETY. 
Richard L. Jenkins, M.D., Chief, Psychiatric Research, 
Psychiatry and Neurology Service, Veterans Admin- 
istration, Washington, D. C. Washington, D. C.: 
By: Biological Sciences Foundation, Ltd., 1955. Price, 

1.00. 


This pamphlet of forty-six pages presents an interest- 
SAMMOND PLEASANT LODGE ing review of the problems of anxiety in medical practice. 
It is the contention of the author that the management 

of anxiety is not ordinarily considered a significant part 
Offers to the elderly and chronically ill of medical treatment. Rather, it is felt to be “a grace- 
ful and useful addition to medical competence.” Not 
; ? only does anxiety appear to some extent in almost every 

hei ny ll pect PrpirccnigetBe spate illness, but in many it complicates the diagnosis, fosters 


rolling grounds, scientifically prepared tasty prolongation of the recovery or profoundly affects the 
meals, congenial companionship. A real degree of disability. 





Discussion of the control of anxiety includes methods 
” : : and 

Home away from Home for the immediate treatment through reassurance an 
encouragement with the aids of sedatives and other medi- 
cation. The use of the newer drugs, reserpine and chlor- 
promazine is included. Completion of treatment includes 


id ences, The 
fare—Highly recommended by members of the the long range methods needed to avoid recurr 


Medical Profession who have had patients at importance of the problem is well stated by the follow 
he Ledes ‘ P ing paragraph from the preface: “The practicing phy- 


sician has no choice as to whether or not to deal with 
the problem of anxiety. His only choice lies in whether 
For further information write to: he deals with it well or badly. This booklet is an em 
deavor to aid him to deal with it wisely.” 


Appreved by the American Medical Association 
and Michigan State Department of Social Wel- 


F. O. M 


SAMMOND PLEASANT LODGE 


124 West Gates Street A reliable cancer test must be reproducible; it must 
be simple and such that it can be carried out reliably 
and economically in any good clinical laboratory; it must 
be sensitive enough to detect early or latent cancer; a 
it must be specific and not be affected by anv conditions 
other than cancer. 
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EARLY TREATMENT OF 
THROMBOPHLEBITIS 


(Continued from Page 1191) 


Summary 


1. A thorough examination of the legs should 
be done in all physical examinations. 


2. Treatment should be started early for throm- 
bophlebitis, as recovery without treatment is rare. 


3. Early treatment prevents extension of the 
disease and an early and safe recovery. 


4. Surgical interruption of the venous system 
proximal to the thrombotic process permits collat- 
eral circulation sufficient for normal nutrition if 
below the common femoral vein. 


5. Anticoagulant therapy, given until all symp- 
toms are clear for seven to ten days, is successful. 
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$2.50 per insertion of fifty words or less, with an 
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EAST LANSING: New four-unit, modern, air condi- 
tioned, medical building located just across the cam. 
pus from Michigan State University. One suite of 
five rooms still available for physician. Write or call 
Hicks Bros. Realty Co., 313 E. Grand River Avenue, 
East Lansing, or phone EDgewood 2-3011. 


PHYSICIAN WANTED: Excellent location for the 
right doctor to do private General Practice, inde- 
pendently, with the possibility of associate relations 
with established Surgeon. A well-equipped and staffed 
fifty-bed hospital is available in the community. Loca- 
tion—Michigan, below the Straits. Write: Box 6, 
606 Townsend Street, Lansing 15, Michigan. 


IN NORTHERN MICHIGAN is a spot offering an ex- 
cellent opportunity for a general practicing physician; 
present doctor leaving for the army. Office in a well- 
equipped small hospital. Population five thousand; 
wonderful climate, good schools, nine churches, two 
bus lines, railroad, agriculture, small factories, resorts. 
Write to: Donald E. Finch, M.D., Onaway, Michigan. 


WANTED: Locum tenens during the month of Novem- 
ber for a period of two weeks by physician completing 
residency training. Address replies to Box 2250, 
Monroe Blvd. Station, Dearborn, Michigan. 
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